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MALIGNANT DISEASE OF THE UTERUS: | pregnaney. Cancer of the body occurs in nullipara, 
’ but I have seen a greater number in multipara. 

ieee yo a — = , One is amazed with the variety of growths which 

ee ee ee are met with on the operating table. In one patient 





Perth, Western Australia. 





with cauliflower excrescence, as we used to call it, 
a i sl las omen aie. | IT ope ‘ated on three years ago, the growth was so 
ee sm ee eee | eee re 
D rus from a g} Vs .S "Ww | IT amputated the whole of the cervix and a portion 
A ae he ii mnt py ascot _ of the body ~_— the je -cigg The — 
igen . é -FORCOpISt. ave § reported it as malignant, yet there was only a 
‘nearly three hundred such uteri in thirty-four years’ fling invasi >» cervix saw the vatic 
hospital work. Among these the only Faieate that lao anger ons ae : ee meena 
lend tj “i 5 ' ie ae rs that | jately and there was not the slightest trace of 
stand out in my memory are two chorionic epi- | peeyrrence. 
7 Feng al oa ec wi Epithelioma “| My experience with cancer of the fundus is simi- 
of the vaginal cervix davetbenls of tie taten uterine | lar. One sees a mass which fills the cavity, yet with 
siiei eaeudineiae if Gas feed : | only a slight involvement of the myometrium. In 
Pe eee ee) ee eee other cases the whole uterus is eroded and only a 
age A *, vaniaige stage gy ba “ry Prien > shell is left; this shell can be torn quite easily with 
i . eight women above the age OF vairty-ive | a voleellum or a finger while operating. 
die of cancer. shawn _ ee ee Eee ae remee 
Cancer of the uterus is so general that 80% of the Cancer of the uterus spreads chi fly by infiltration 
neat among aie pote ete: thedohedta pean to the connective tissues, the vagina, bladder and 
Sc 7 ‘9 2Ae . " ‘ * r 
woman in every twenty-four above the age of thirty- ee ae Sere ee angi — 2 
len. eit ke ak cman of tle. cleans ’” | permeation along the lymphatics. Very seldom in 
pu ae OS. Seapee - 1 7 : li | eases of cervical cancer do we find that the pelvic 
ave never seen cervical cancer in a nullipara. | connective tissues are not involved. It is ex- 
Even in a multipara it occurs years after the last tremely rare for these patients to come under our 


Ce ee ofak | notice when the condition is confined absolutely 
reac at a meeting oO ne estern ustralian ranch Oo eS ; cane 
British Medical Association on July 16, 1924. | to the cervix. 
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The glands in cervical cancer become infected | 
sooner than when the growth is confined to the | 
fundus, hence the difference in their rate of | 
recurrence. 


History and Consequent Diagnosis. 


A few words about the history and the conse- 
quent diagnosis. When patients with cancer stare | 
you in the face on account of the cachexia, the | 
hemorrhage and the disgusting odour, the only | 
treatment is euthanasia in the form of sufficient 
morphine for the relief of pain. When the rectum | 
becomes involved a timely colostomy will relieve 
some of the distress. 


If pain in earlier cases is very severe, I consider 
the conditions to be on the borderland or inoperable. | 
Slight pain is not a bar, but it certainly attracts | 
the patient’s attention to the fact that things are 
not as they should be. Secondly, in regard to the 
discharge, in the early stages complaints are made 
of an odourless, watery discharge, but in a growth 
of the cervix this is certainly more purulent. A | 
blood-stained discharge or even a little blood after | 
coitus or defecation is an alarming symptom and 
usually sends the patient for advice. A vaginal 
examination should be made and if nothing can be 
found bimanually, a speculum should be passed and 
a careful examination made. 


Very recently, a patient on whom I had done a 
sub-total hysterectomy for fibroids twelve years 
ago, became very alarmed because she passed a few 
drops of blood while straining. On examination I 
found two large Nabothian follicles protruding. 
These were twisted off with a good result. 


The only case I have had of cancer occurring in | 


a stump after a hysterectomy for fibroids was one 
in which the growth occurred five years after the 
operation. 

I think prolonged menstrual periods are charac- 
teristic of fibroids. Small fibroid polypi are the 
only fibroids which cause bleeding between the 
periods. When hemorrhage continues for five or 
six weeks apart from pregnancy fibrosis uteri is 
usually present. The amount of bleeding varies 
with the size of the organ and the extent of the 
fibrosis. 

It is difficult to recognize a. cervical growth bi- 
manually in its earliest stages. Here we have to 
depend on the history of a colourless discharge, 
slight hemorrhages and a little pain. It is only when 
the growth becomes enlarged that we can diagnose 
it by local examination. By the use of the speculum 


we can see a small ulcer, but the presence of blood | 


on the examining finger is very suggestive. I have 
several times seen our old friend “an erosion of the 
cervix” bleed quite easily when touched and often 
I have had to fall back on the microscope to clear 
up the diagnosis. The speculum I use is called the 
“Rotunda” and I seldom fail to get a good view with 
this pattern. In very stout women I have to fall 
back on a large Ferguson’s speculum. 


The greatest conundrums we meet with from the 


operator’s point of view, are the borderland cases. | 
Here we have an obvious enlargement of the cervix | 
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and one fornix thicker than the other or a thickep. 
ing quite evident in the front of the cervix. The 
uterus feels more or less fixed. There is frequency 
moderate discharge and slight 
hemorrhage. Now these cases require to be well 
discussed before you start an operation. 

In body conditions, when the uterus is only 
slightly enlarged, soft to the touch and not 
sclerosed, we often find it on the operating table 
so friable that the organ has burst, the whole fundus 
being eaten away leaving a wall as thin as an egg 
shell. 

This is one of our commonest pitfalls. In doing 
what you anticipate to be a straightforward opera. 
tion, while separating the bladder from the cervix, 
you tear it almost before you realize it. This has 
happened to me in at least half a dozen cases. The 
bladder is sewn up, but usually fails to unite and 
the patient is condemned to the annoyance of a 
urinary fistula for the remainder of her life. 

























Treatment. 


The usual treatment is abdominal hysterectomy 
when the disease is confined to the uterus or when 
there is only slight involvement of the glands or 
connective tissue. 

In inoperable cases they are using radium and 
various drugs, usually one of the much advertised 
colloids. 

Wertheim introduced his operation for cancer of 
the cervix. This included the removal of parts of 
the broad ligament and glands as well as a cuff of 
the vagina. This is a big operation and one 
attended by a high mortality. My mortality was 
one in five. 

In regard to the argument for such a severe 
operation, if you feel certain that cancer is present 
and that you can make a clearance, take the risk. 
But do statistics prove that the results from 
Wertheim’s operation are better than those from 
a total hysterectomy without dissection of the 
ureters? I am certainly convinced they do not. A 
death rate of 20% is very high. I am aware that 
Berkeley and Bonney combine spinal with general 
anesthesia to diminish shock and they have lowered 
the death rate a few points. Can you always tell 
when cancer is present in the cervix? I know I did 
Wertheim’s operation and subsequently found no 
malignant growth. The patient, however, made an 
uninterrupted recovery. 

The operation I do is a straightforward total 
hysterectomy, removing the tubes and ovaries with 
a cuff from the vagina and I call it a “modified 
Wertheim.” My mortality is one in eight. 

In doing a total hysterectomy for cancer of the 
cervix we cannot expect 1% mortality which I get 
in my subtotal hysterectomies for fibroids. 

I think that in this operation more than in any 
other team work should bring the percentage down. 
In the ordinary hospital routine we are frequently 
handicapped in having a young, inexperienced resi- 
dent as assistant. On the contrary when operating 
in private, the surgeon is able to have the assistance 
of an operator as experienced as himself. 

With regard to the patient, much depends upon 
the amount of fat, the relaxed abdominal wall from 
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| 
past pregnancies, the shape of the pelvis, especially | 
qs to its breadth and depth. The length and | 
capacity of the vagina both have bearing on the ease | 
with which the uterus can be pulled up and conse- 
quently the speed, ease and certainty with which | 
the vessels can be tied. All these points cannot be 
estimated until the patient is on the table and I have 
more than once spent an unhappy time in picking 
up a branch of the uterine artery in a stout woman 
with a deep and narrow pelvis. 


maid is an operation of the greatest difficulty.. 


vagina, a vaginal hysterectomy is a much safer and 
easier operation than an abdominal one. 
frequently forget this point. 

Some authorities think the bad post-operative 
results we occasionally get apart from those from 
shock and hemorrhage, are due to sepsis and that 
no matter what precautions we take it is impossible 
to avoid soiling the peritoneum. 

Usually I expect a rise of temperature for a fort- 
night after a total hysterectomy and occasionally 
an offensive discharge is present for some time. 

I seldom do a total hysterectomy for cancer with- 
out the occurrence of a stitch abscess, a little sup- 
puration or even a large slough of the whole wound. 
Hence I never depend on catgut alone for the 
sheath, but always use a_ through-and-through 
suture of silkworm gut through the skin and deep 
sheath. Sometimes I use figure of eight interrupted 
sutures, but I am very fond of continuous sutures 
of silkworm gut through the sheath as suggested by 
Spencer and these I tie over rubber tubing. I fre- 
quently leave them in for fourteen days. 


But we | 


| ease and both patients were spare women. 


Even a subtotal hysterectomy in a very fat old safer when I use fine thread. 


In | 


a very stout patient with what I call a four-finger | ‘ f D 
| is never safe, as when it swells the knots can readily 


this is easier to control than that from the bunches 
of veins round the cervix or from any of the smaller 
arteries, especially in very stout people. I had one 


_ experience of hemorrhage in a very stout woman 


on the operating table, it was only a trickle, yet it 
continued and I failed to control it. 

I always use Pagenstecher thread when tying off 
vessels in the pelvis. Tie the vessels, with No. 1 or 
No. 2 thread with as little tissue in the loop as 
possible. I do not like catgut and I feel much 
It stands a good 
pull and does not become absorbed quickly like 
catgut. Catgut unless it is tied with three knots 


become undone. During the last twelve months I 
have had two unexpected disasters in cases in 
which every precaution had been taken beforehand. 
In both the condition was very early malignant dis- 
Both 
operations were done within the hour, yet one 
patient died at the end of twenty-four hours and 
the other on the third day. Both these tragedies 


| were unexpected by me and I attributed them to 


| shock. Well, I am convinced, although the cardinal 


symptoms and signs of hemorrhage were absent, 
that these were cases of hemorrhage. You are 
pleased to hear a colleague say they were due to 
shock, but I am far more inclined on mature 
thought to attribute them to hemorrhage. 

You may have nicked a vessel which at the time 
did not bleed or the ligature on a vessel may have 
slipped. These are the primary causes of reactionary 


| hemorrhage. 


With an expert assistant the other day I did a 


| total hysterectomy on a lady of sixty-five and I do 
| not think she lost fifteen cubic centimetres of blood, 


In cases of malignant disease the healing powers © 
of wounds after an operation are almost at a stand- | 
still and the majority of surgeons can relate in- | 
stances in which the intestines have broken through | 


the wound seven to ten days after the operation. 
I can remember four or five cases. Every effort 
should be made by keeping the edges covered to 
guard against getting them infected. 
Prognosis. 
How long do patients with uterine cancer live 
after being operated on? 


for cancer of the body of the uterus, but I regret to 


operation for cervical growth. I have seen cancer 


of the breast in a lady of eighty who had had it for | 


thirty years, and a patient of mine with cancer of 
the breast died from secondary growths twenty- 
two years after I had amputated it. 

Is a microscopical examination carried out in all 
recorded cases of successful Wertheim’s operation? 
I am afraid not. 


Post-Operative Hzemorrhage. 


risk of reactionary hemorrhage after the patient 
has returned to bed than that of hysterectomy. 
The danger of hemorrhage after tonsillectomy by 
the Sluder method is certainly great, but I think 


while we did the operation in fifty minutes. The 
following day she smiled when I saw her and her 
pulse was sixty. 
Factors Necessary for Success. 
I certainly think success in a total hysterectomy 
depends on a first class assistant, on limiting 
hemorrhage to the minimum, on a full incision and 


| on keeping the edges covered and free from contact 


Well, I have several | ; 
patients alive and well fifteen years after operation | 20U": 


| vagina. 


record I have hardly one alive five years after, V2gina and turn an operation 
* through it. 


with swabs which have been in proximity to the 
Gentleness in swabbing certainly lessens 
shock. The operation should not last more than an 
I have seen more than one man spend an 
hour over the preliminary preparation of the 
into a failure 


Now these patients are not good subjects for 
surgical operations and the operation is not one to 
be lightly undertaken. Speed in operating is 
essential. This is not an operation for the operating 
tortoise who gets there in the end after three or 
four hours, but at what a cost! 

Shock. 


A few words about shock, the cause of nearly all 


| the disasters after a total hysterectomy. Here at 
There is no operation that is attended by more | 


the end of the operation we can see that the patient 
is much shocked, she does not recover from anes- 
thesia nicely, she remains unconscious and becomes 
cold, pale and relaxed. There is a bluish tint of the 
finger-nails. Respirations are extremely superficial. 
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Temperature is low. The pulse is small and feeble, 
but reveals the arterial cord. Now in hemorrhage 
we have the restlessness, the air hunger, the rapidly 
increasing pulse, a pulse in which you cannot feel 
the arterial cord. When you have a combination 
of shock and hemorrhage, it is so difficult to decide 
how much shock and how much hemorrhage are 
present. Of course in this latter there is only one 
treatment, but many a patient has been opened up 
for hemorrhage and very little blood has been 
found and the further operation has turned a pos- 
sible success into failure. I now see that the pulse 
rate is recorded every hour. 

I am quoting Berkeley and Bonney that cases of 
operative shock can be divided into three groups: 
(i.) Those in which the condition is one of pure 
traumatic shock, (ii.) those in which it is due to 
traumatic shock plus the immediate effect of loss of 


traumatic and hemorrhagic shock. 

The first has the best prognosis. The second is 
intermediate in gravity. The third is frequently 
hopeless. 

A patient suffering from traumatic shock is pale, 
blanched and cold because of the diminished amount 
of blood in the cutaneous arteries, but with the 
pallor is mixed a certain bluish tint, most notice- 
able in the lips. The subcutaneous veins unlike the 


arteries are full of blood, a point wherein the effect | 


of trauma differs from that of hemorrhage. How- 


ever, the majority of cases of post-operative shock | 
are due not only to trauma, but to hemorrhage as | 


well. 
Conclusion. 

In conclusion, gentlemen, a hysterectomy properly 
done when the disease can be removed with the 
minimum of risk to the bladder, ureter or rectum 
is the only treatment worth a moment’s considera- 


know from experience how hard it is to say: “I can 


be used and used boldly too. 


<i 


EPILOIA. 





By W. A. T. Linn, M.B., B.S., 
Victorian Lunacy Department. 


In 1914, at the Australasian Medical Congress, 
Auckland, I reported a series of cases of epiloia 
which I had discovered at the Idiot Cottages, Kew, 
and also a suspected case in a patient who was 
attending the skin clinie of Dr. Crowley at the 
Alfred Hospital, Prahran. At that time only three 
of the patients had died, but I have been watching 
the others closely and have verified the diagnosis 
by post mortem examination. The little patient 
whom I saw at Dr. Crowley’s clinic, has disappeared 
from my ken for the time being, but unless she has 
left the country or succumbed to some illness, I am 
certain that she will ultimately end up at the Idiot 
Cottages at Kew. I am now able to complete the 


1Read at a meeting of the Section of Neurology and 
Psychiatry of the Victorian Branch of the British Medical 
Association on June 16, 1924. 
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to hypertrophic 
' such as hypertrophic sclerosis of the brain, tuberose 
| sclerosis, 
| hypertrophic nodular gliosis (Sailer), neurogliosis 


| Of warty-like growth. 
_ may be bright crimson, due to telangiectatic vessels 
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description of these cases so far as it has been 
possible for me to ascertain. 

The uame epiloia is a coined one given to the 
syndrome of mental deficiency, adenoma sebaceum 
and epileptic fits. This association of symptoms 
occurs with sufficient frequency to justify the con. 
dition being regarded as a complete entity. The 
pathological changes found post mortem are 
peculiarly interesting as they involve changes in 
the brain, kidneys and skin in the majority of the 
cases. The following is a short description of the 
pathology of epiloia. 

Pathology. 

The disease is a hypertrophic sclerosis of the 
cortex of the cereberum, with nodular swellings on 
the floor of the lateral ventricles. It is nearly always 
associated with a skin disease called adenoma 


1c d immed! OF i | sebaceum and growths in the kidneys, more rarely 
blood, (iii.) those in which it is a combination of | 


in the spleen and lungs. It is practically always 
accompanied by mental deficiency and sooner or 
later by epilepsy. There are several names given 
sclerosis by different writers, 
sclérose hypertrophique (Bourneville), 
gangliocellularis diffusa (Hartdegen and Neurath). 
As adenoma sebaceum is a very rare condition the 
following brief description is necessary. 
Adenoma sebaceum (butterfly disease) is rarely 
seen in mentally normal people. It is known by 
other names: (i.) epithelioma adenoides cysticun, 
(ii.) nevi vasculaires et papillaires, (iii.) vegeta- 


| tiones vasculaires. 


Crocker calls it a disease composed of neoplastic 


| papules on the face of congenital origin, but of late 
| development. 
| twenty-one cases recorded and Crocker says that the 
| subjects are often epileptic. 
tion in this distressing and hopeless disease. I | 


Barr says that he could find only 


Barr says that three 


of the four patients he has seen are epileptic. The 


| distribution of the lesions is symmetrical on cheek, 
do nothing surgically for you.” In hopeless cases | 
the hypodermic syringe and not the scalpel should - 


forehead and chin. The lesions are roundish papules 
varying from pin point to split pea in size and are 
The colour of the lesions 


investing them. They may be slightly coloured, 
translucent or waxy. When thickly grouped they 
usually assume cinnamon or _ brownish tints, 
occasionally paling on pressure. A few scattered 
lesions may be present at birth or appear gradually 
in early childhood or they may suddenly increase in 
number but not in size at puberty. Once established 
the disease has a tendency to remain stationary. 
The papules occasionally undergo involution, leav- 
ing scars that fade in time. All patients whose 
cases so far have been reported except two of 
Crocker’s, have been found to be mentally deficient. 
The differential diagnosis is between hydradenoma, 
colloid millium and acne rosacea. There is no treat- 
ment for the condition. There are three types 
described, namely, the white, the warty and the 
pink or Pringle type. The Kew cases were the pink 
or Pringle type. Other skin defects are frequently 
present, such as fibromata, true nevi, and warts. 
A-tiology. 

The cause of epiloia is unknown. The attention 

of the medical man may first be drawn to the con- 
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dition by the parents bringing a child under his 
notice for either mental backwardness, adenoma 
sebaceum or epilepsy. Either of the symptoms alone 
may be the first appearance of the disease. The 
course of the disease is progressive and hopelessly 
yntreatable. 
Age. 

The condition dates from birth. It is said that 
50% of the patients have fits during the first year. 
One of the Kew patients had no fits until the day 
she died; the others had fits on reception. 

Heredity. 

It is generally recognized that a neuropathic 
heredity is met with, but the difficulty in these 
cases is to secure any information from the relatives. 
Only two out of the five charts obtained in the Kew 
series showed parental inheritance and the other 
three charts were incomplete. 

Locality. 

There is no special locality or country for this 

disease. 


Race. 
All the k»w patients were European type. 
Sex. 


Both sexes are said to be about equally affected, 

but the males preponderate among the Kew patients. 
Syphilis. 

Opinions are divided upon the question of 
syphilitic influence. There were only three of the 
Kew patients examined by the Wassermann test 
with the result that one reacted and two did not. 
Fowler and Dickson in their report of twenty- 
five cases say that syphilis is not a causal factor, 
but they do not account for the reason of the high 
cytological count of the cerebro-spinal fluid in their 
cases which reached forty lymphocytes to the cubic 
millimetre. 

Expectancy of Life. 

The disease tends to a short life. One of the Kew 
patients lived till forty-seven years of age and the 
youngest died at four years. 

Type of Epileptic Convulsions. 

The convulsions in epiloia may be petit mal, 
grand mal or Jacksonian in type. The Kew patient 
who appeared to be free from fits up till her last 
illness, may have had petit. mal or nocturnal 
epilepsy undetected by the nurses, as she was dumb 
and a low grade idiot whose wetting of the bed 
during fits might have been mistaken for the faulty 
habits common to this degree of mental degeneracy. 
Her last illness was sudden like an epileptic seizure. 
Description of the Changes Found in the Kidneys and 

the Brain. 

When the calvarium has been removed and the 
dura reflected, the exposed surface of the brain 
covered, by the pia-arachnoid appears at first to be 
as usual, but when the left hand is placed on the 
frontal pole to ease up the fore part of the brain 
while the optic nerves and carotid are severed, the 
brain surface feels irreguiarly hardened. The sensa- 
tion conveyed is that some of the gyri are made of 
hard paraffin and that the others are the usual 
softness of fresh brain tissue. The distribution of 
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the hard areas is restricted to the cerebrum, other- 
wise there is no appearance of selective incidence, 
motor, sensory and other areas all participating. 
On closer inspection of the diseased areas it is 
noticed that the contour of the affected gyrus has 
lost its smooth roundness and shows a somewhat ir- 
regular surface, with a tendency to operculate the 
contiguous gyrus. Section with the brain knife 
across the diseased gyrus demonstrates a thickened 
cortex as dense as nasal cartilage and having a 
pallor equal to the underlying medullary area of a 
normal brain. This latter appearance is seen more 
exaggerated in the “Formalin” preserved specimen, 
in which the cortex appears white and the medulla 
somewhat darkened. The changes in the gyri are 
so characteristic that confusion with any other 
morbid condition is impossible. On opening the 
lateral ventricles the next abnormality appears on 
the upper surface of the corpus striatum and optic 
thalamus, more especially along the course of the 
corpus striatwm vein as it traverses the surface 
between the caudate nucleus and the optic thalamus. 
The appearances here are like the hypertrophic 
keloid sear following burns or like candle gutterings. 
The floor of the ventricles is irregularly raised in 
this keloid fashion, the raised parts being harder 
than the normal tissue. 

The changes found in the kidneys are noticed 
before the capsule is stripped or cut in the ordinary 
procedure of post mortem examination. They show 
on the surface as cream-coloured tubercles usually 
varying in size from two to seven millimetres in 
diameter, but sometimes much larger. The majority 
were slightly raised above the surface level, but a 
few were flush with the surface and some may be 
found slightly depressed as in old standing infarcts. 
On making an incision into the kidney it is seen that 
the growths are confined to the cortical region and 
that the distribution is irregular and discrete. They 
are quite distinct from the kidney substance, 
although showing no definite capsule and they all 
assume a tendency to a roundness of border, part 
of which in all cases is immediately under the 
capsule of the kidney. In two out of the eight cases 
in the Kew series there were no growths in the 
kidneys. In the patient R.J.H. there was in the 
spleen what I took at the time to be infarct and 
unfortunately did not keep. A. W. Campbell records 
similar growths in the lung which he took for 
resolving infarcts, but with nothing to account for 
them, so that he questioned the accuracy of the 
diagnosis of infarct. With the exception of these 
two cases mentioned in which there were no growths 
in the kidneys, the pathological changes were found 
in the skin, brain and kidneys with peculiar coinci- 
dence. 

Microscopical Examination of the Cortex and Medulla 

of the Brain. 

Microscopical examination of the cortex and 
medulla of the brain shows a wide variability in the 
intensity of the pathological changes which may be 
briefly described as an invasion of neuroglial tissue, 
and a corresponding degree of destruction of the nor- 
mal ganglionic fibres and cells. Small, round or 
oval, clear and dark-stained nuclei appear in large 
numbers both in the cortex and the medullary tissue. 





292 


THE MEDICAL JOURNAL OF AUSTRALIA. 


Sepremper 20, 1924, 





The tissue is very difficult to section for 


microscopical examination owing to its toughness | 
and this latter quality produces many artefacts, 
such as shrinkagle of cells, and spaces which at first 
glance might be mistaken for the thin-walled blood | 


| 


vessels of the brain, were it not for the absence of 
a lining membrane. The difficulty of microscopical 
examination is further increased by the fact that 
neuroglia is a very difficult substance to stain 
differentially, because it requires to be fixed 
immediately after death to get satisfactory results 
and this is very awkward to accomplish as it is 
nearly eight hours before the pathologist can get his 
specimens. 

In the lateral ventricle the ependyma covering 
the “candle guttering” is intact. Under the epen- 
dyma there is a thickening of neuroglial fibre and 
in the centre of the thickest part of this there is an 
accumulation of what looks like a deeply-stained 
arborization of blood vessels, but as blood vessels 
do not stain in this fashion unless plugged or 
altered, I cannot assign the identification of the 
pathological change. Round about this aborization 
is a proliferation of the round or oval cells 
described in the cortex. 

In the kidneys the microscopical sections of the 
growths show an open network of cells of embryonic 
type, in some cases clubbed together and in others 
lining the reticulation of the network. The whole 
growth is surrounded by fibrotic tissue. The open 
network appearance suggests the dropping out of 
cells or some other substance during the preparation 
of the section. 

In the section of the skin all the elements making 
up the skin are well represented. The sebaceous 
glands stain clearly with no sign of distortion. The 
fibrous tissue is normal] in places and in this normal 
looking tissue there are thin walled vessels sur- 
rounded by a deep layer of sarcoma-like cells. In 
other parts of the section there are deep staining 
tangles of tissue somewhat similar to only finer 
than that described in the “candle gutterings” of 
the lateral ventricles. Some of the sections show 
engorgement of the blood spaces. In taking the 
skin specimen from the live subject the hemorrhage 
was profuse and required strong perchloride of iron 
to relieve it. The appearance of the blood vessels 
under the microscope explained the reason for this 
difficulty in stopping the bleeding, as they are appa- 
rently lined by one layer of epithelium and of very 
wide calibre. 

Theories of A2tiology. 

Campbell thinks that the morbid process must be 
active during intra-uterine life, although not before 
the seventh month, because during that month the 
plan of the sulci and gyri is laid down. In tuberose 
sclerosis in spite of the masses of morbid tissue all 
over the cerebrum there is no disturbance of ex- 
ternal morphology. He considers that the condition 
is developed from the lining cells of veins and that 
the disease is the outcome of some evolutionary 
aberration or disturbance arising during the last 
few months of fetal life affecting the endothelium 
of blood vessels and lymphatics and resulting in 
the form of structural hyperplasia and _hetero- 
tropism in the organ affected. 
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Firstner and Stuhlinger say it is a_lepto. 
meningitis arising in intra-uterine life or early 
youth causing a gliosis of a chronic nature. This 
does not account for other somatic changes, neither 
does it compare with other cases of lepto-meningitis 
in the young, such as juvenile general paralysis of 
the insane. 

Koch regarded it as being traumatic in origin, 
but in the Kew series this did not appear to be 
the case. 

Scarpatetti says it is due to syphilis in the parent 
as a result of which multiple hemorrhages affect 
the brain of the offspring at an important period of 
intra-uterine development and call forth an ex. 
tremely chronic form of reactive inflammation. 
“This also does not compare with juvenile paralysis 
of the insane neither does it explain the somatic 
changes. Syphilis as a cause has yet to be proved, 
although conceding the changes in the liver are 
very significant.” 

Geitlin considers that the kidney tumours are 
allied to those which appear in the lateral ven- 
tricles. Vogt thinks it is an error in development 
and is supported in this view by Geitlin and 
Montet. 

Bourneville does not mention adenoma sebaceum 
in his cases, neither does Bonfigli. Sherlock says: 
“Tt will be seen that there is nothing in the above 
descriptions to justify the separation of tuberose 
sclerosis as a clinical entity” and writing in “The 
Twentieth Century Practice’ P. Sellier says: 
“While atrophic sclerosis may be diagnosed in a 
certain number of cases, the recognition of the 
hypertrophic form is in my opinion impossible, not 
only because it has no characteristic symptoms, but 
also because being such a rare condition we are sel- 
dom led to think of it at all.” Later Sherlock says: 
“Probably some of the cases may be diagnosed by the 
coexistence of cerebral, renal and skin condition.” 
In the Kew series the diagnosis was made in those 
patients who had adenoma sebacewm, and the condi- 
tion was undiagnosed in those who had no adenoma 
sebaceum, as apart from the adenoma sebaceum, epi- 
lepsy and mental deficiency the patients have no dis- 
tinctive physical sign for guidance. Sherlock suggests 
that there may be more than one form of tuberose 
sclerosis or the skin changes may appear only at a 
particular stage in the development of the disease. 
In the cases at Kew the first indication of any ab- 
normality appears to have been the mental defect 
no matter how trifling. The fits may come before 
the adenoma sebaceum or after it. Two out of the 
eight patients at Kew died without developing 
adenoma sebaceum. Without the adenoma sebaceum 
the seizures, mental deficiency and muscular con- 
tractures coming on much earlier than in ordinary 
epileptics may be confused with some types of 
juvenile general paralysis of the insane. 

In THe Mepican JouRNAL Or AUSTRALIA recently 
Dr. Hamilton, of Sydney, has reported a case of 
adenoma sebaceum in a girl who is mentally defi- 
cient and suffers from epileptic fits. This patient 
has an interesting history absent in the Kew cases 
“in that the grandmother (on her mother’s side), 
her mother, one maternal aunt, like herself all have 
the affection and all are mentally deficient.” The 





SYNOPSIS OF THE CASES. 
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mother of the patient in Dr. Crowley’s clinic had 
small fibromata on the trunk and the patient 
herself had fibromata in the waist line above 
the ilium. This latter association Dr. Crowley in- 
formed us was common. 

In think the evidence I have produced tonight is 





sufficient to warrant our accepting epiloia as a | 


separate entity. I have made somewhere in the 
region of two and a half thousand post mortem 


examinations on the insane and the only cases of | 
hypertrophic sclerosis of the cerebral cortex I have | 
found are these mentioned in this paper, in which | 
I have tried to show the close association between | 
the skin condition and the changes in the kidneys | 
and brain. Hewlett says in a footnote in his book | 
on pathology that there is a tendency to regard a | 


portion of the neuroglia as being mesoblastic in 
origin. Some of the gliomata become glio- 
sarcomata, but whether these two facts have any- 
thing to do with the explanation of this condition 
I cannot say. Judging by the Kew cases the hyper- 
trophic sclerosis can precede both the skin and 


kidney changes, but the skin changes never precede | 
the mental symptoms which are the indication of | 


brain changes. We cannot say at this juncture 
whether the kidney changes precede the brain 
changes. 


T hope that what information I have been able | 
to convey to you this evening may be of assistance | 


should you ever come across this*very interesting 
problem which affects neurologists, psychiatrists, 
dermatologists and pathologists alike. 


; Post Scriptum. 

During the interval between reading and publica- 
tion of this article this patient has after a lapse of 
more than twelve years reappeared at the Alfred 
Hospital skin clinic. Dr. Shields who now has 
charge of the clinic, very kindly arranged for me 
to see her again. She is now a young woman with 
sebaceum adenoma and facies of mental deficiency 
well developed. She is kept at home on account of 
her mental condition, but so far she has had no fits. 
She cannot do the simplest arithmetic sums and it 
looks as if it will not be long before she will have 
to be segregated for her own protection and to lessen 
the strain upon her mother. Sovfar she has had no 
symptoms referable to the kidneys, but for that 
matter neither had any of the others. 
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“BABY’S EYES”: THE FIRST FORTNIGHT. 








By J. CAMPBELL Dovetas, D.O. (Oxon.), 
Ballaarat, Victoria. 





Ir is usual to attend mother and baby for a fort- 
night after confinement, at the end of which time, 
all being well, the doctor accepts his modest fee 
from a grateful father and that particular profes- 
sional engagement terminates. During this period 
it is the duty of the doctor among other things to 
set the feet of the little one firmly on life’s pathway, 
to recognize and if possible to correct any depar- 
tures from the normal in structure or function and 
to deal promptly and effectively with any disease 
which may attack the child independently of the 
birth at this early period of its existence. Such 
abnormalities of development as club foot or polydac- 
tylism are at once obvious; those of the special senses 
much less so. The child may grow up a deaf mute, 
but the fact that the child cannot hear is unnoticed 
and the baby is far from mute at this time. Simi- 
larly with the eyes the infant may have little vision 
in one or both eyes either from abnormal retinal 
development or the presence of congenital cataract 
in one or both lenses, yet the external appearance 
may reveal nothing wrong. The wise and careful 
practitioner will investigate each point in the course 
of his daily visits, thereby preventing any un- 
pleasant reflections should something be discovered 
later and gaining credit if he is able to warn the 
father of some abnormality which no one but him- 
self has discovered. 

Most mothers fondly imagine that their infants 
can recognize them by sight at the end of the first 
week, chiefly because baby has smiled at them once 
or twice. This is not so, as the macular region of 
acute vision does not complete its development until 
the third month after birth and it would be nearer 
the truth to say that the child recognizes its mother 
by the sense of-smell as a calf does its cow. 

At first the child sees everything upside down, in 
the same way that the camera lens throws an in- 
verted image on the ground glass screen at the back 
of the camera; in the absence of the macula, vision 
is peripheral in type, an indistinct form sense, the 
vision that we see out of the corner of our eye while 
looking straight forward. As macula and brain 
cortex develope and other senses play their part, 
ordinary adult vision comes gradually into being. 
Not only developmental defects and inherited dis- 
eases, but some inflammatory affections may occur 





1Read at a meeting of the Northern District Medical Asso- 
ciation on January 25, 1924. 
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Figure II. 
Photo-micrograph (low power) of candle guttering 
showing the ependymal layer intact and the con.- 
ditions described in the text. 
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; Figure I. 
One of the patients showing Adenoma Sebaceum. 


on 
al 
et 
ce 
ul 





: Figure IV. 
Photo-micrograph (low power) section of the 


ts 
Adenoma Sebacewm. 





4 Figure III. _ , 
Section through the brain showing the comparison 
between the affected gyri and the normal gyri. 





] Figure V. Figure VI. 


iz if Showing the difference betwéen the normal and Showing the irregular distribution of the hardened 
abnormal gyrus when cut across. gyri. Those marked by short dashes are hardened. 
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: FIGURE VIII. | 
Ficure VIL. Growth in the kidney, showing the shape. 
Candle-guttering of the lateral 
ventricles. 





Figure X. : ; 
Photo-micrograph of the growth in the kidney at 
its contact with the kidney tissue. 


; Ficure IX, — 
Showing the kidney with growths, 


Figure XI. 2 : : FIGURE XII. : 
Showing growth on unstripped kidney which is Showing the growth in the cortex of the kidney 
only slightly affected by the growth. (l6W power). 
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in the baby’s eyes to the worry of doctor, nurse and 
mother and it is of these I would speak. For- 
tunately eye troubles are very uncommon at this 
time and are therefore among the least of the 
doctor’s worries. When they do occur, they must 
be promptly and properly dealt with in order that 
minor maladies may not become major ones. 


Ophthalmia Neonatorum. 


Ophthalmia neonatorum is the most important 
malady of baby’s eyes with which the doctor will 
will be called upon to deal. Nowadays in Great 
Britain every case of muco-purulent eye discharge 
in new born children must be reported to the 
authorities and is classified as ophthalmia neona- 
torum, so that this disease is apparently very 
common. 
gonococcus is, however, a disappearing disease and 
is comparatively rare. At Moorfields with a daily 
attendance of four hundred patients with eye affec- 
tions only one or at most two with this condition 
are seen in a month. Of the other forms of puru- 
lent eye discharge in babies the great majority are 
due to infection with the pneumococcus, a few to 
the Bacillus coli communis. The increasing rarity 
of gonococcal eye infections is due to the better 
training of midwives and doctors and to the spread 
of better knowledge among prospective mothers. 

Tt is one of the affections in which prevention is 
so much better than cure. Thus nurses now use 
one lot of water for washing the child’s body and a 
fresh lot for the face and hands. The closed eyelids 
are wiped with dry wool as soon as the head is 
born. The eyelids and lashes are thoroughly washed 
with a cupful of boracic lotion after the bath has been 
completed and even the conjunctival sac is washed 
out with boracic acid solution and a drop of 1% 
silver nitrate solution is instilled, if the eyes have 
become opened during parturition. 

Crédé taught that a drop of 2% silver nitrate 
solution in each eye in every infant at birth would 
practically abolish ophthalmia neonatorum. I think 
the 1% solution is strong enough. It should be 
washed out afterwards with plain water or boracic 
lotion as the baby’s eyes have no tears and therefore 
no chlorides to precipitate the excess of silver. It 
takes nearly three weeks for the newly born baby to 
develope the power of shedding tears. 

Ophthalmia neonatorum comes on usually on the 
third day after birth. Both eyes are generally 
affected. The first sign may be a little sanious pr 
blood-stained, watery discharge. The lids are 
swollen, the conjunctiva is intensely inflamed and 
when the lids are separated, thick, yellow pus wells 
out. Corneal ulceration is the most dangerous com- 
plication and is sometimes caused by accidental 
abrasions of the cornea by the fingers of the person 
looking after the eyes. This is gross carelessness 
and should be avoided by the greatest care and 
gentleness in handling. Doctor and nurse should 
wear goggles or glasses when treating the infant to 
avoid accidental infection of their own eyes. The 
eyes should be irrigated every two hours during the 
day and every four hours at night with boracic 
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in ten thousand) and the lids should be painted 





True ophthalmia neonatorum due to the | 


' no other patient. 





once daily with silver nitrate solution (1%). The 
lotion should be poured into the eyes from an in- 
valid feeding cup. The silver nitrate solution 
should be applied as follows: Take a wooden tooth 
pick, twist a wisp of cotton wool round either end 


| So as to project beyond it; dip one end in silver 


nitrate solution, the other end in normal salt solu- 
tion. Use the silver end first, dabbing the everted 
lids gently; then dab on the other end to remove 
the excess of silver. Carefully avoid touching the 
cornea. Inspect the cornea carefully and at the 
first sign of haziness use gutte atropine (0.50%). 
A few drops of anti-gonococcic serum may be in- 
stilled into the eye daily. The nurse should attend 
In Great Britain mother and 
child are sometimes removed to isolation hospitals. 
Treatment with boracie lotion and silver nitrate 
should be continued for two or three weeks after all 
discharge has ceased, as the gonococcus has been 
found in the eye after this length of time. 


In all purulent cases it is advisable to have a 
bacteriological diagnosis. Inoculate the surface of 
a blood agar slope with some of the pus, incubate 
for forty-eight hours, then stain a smear with 
Gram’s method. There is but one Gram-negative 
coccus of any importance, the gonococcus; if the 
cocci are Gram-positive, they will be pneumococci, 
staphylococci or streptococci. 

Many infants will manifest a much milder 
clinical picture than the above; there will be no 
swelling of the lids, but there will be some redness 
of the conjunctiva, with flaky muco-pus in the depths 
of the fornices and at the inner canthus. This is 
probably an infection with the pneumococcus or 
staphylococcus. Treatment should be _ irrigation 
with boracic lotion every two or three hours or as 
often as pus accumulates, followed by the instilla- 
tion of a few drops of gutt@ collosal argentum. The 
lids should be everted and painted once daily by the 
doctor for a few days in the manner described. It 
is well, therefore, to bear in mind that ophthalmia 
neonatorum falls into these two groups, either true 
ophthalmia neonatorum due to gonorrheal infection 
which constitutes the worst variety of babies’ sore 
eyes, or the group of much milder inflammations 
due to other organisms met with in the eyes of 
infants, in all of which inflammation and discharge 
develope in the conjunctiva a few days after birth. 


Dacryo-cystitis. 


Dacryo-cystitis and obstruction of the tear sac 
is another affection which may occur in the new 
born. The two generally go together. It may 
depend on adhesion of the epithelial lining of the 
lachrymo-nasal duct or to imperfect development 
of the solid cord in which the duct is formed. The 
obstruction is, however, usually at the lowest point 
of the duct where it opens into the inferior meatus 
of the nose. Usually the trouble yields readily to 
treatment, but if it proves persistent and intract- 
able, congenital syphilis should be suspected. There 


| is seen in the infant a swelling over the tear sac; 


pressure upon this causes pus or muco-pus to re- 


lotion or perchloride of mercury lotion (one part | gurgitate into the eye. If the child were a week or 
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two older, there would be a history of watering eye. 
Treatment in these cases is the passage of a fine 
probe once through the canaliculus and down the 
nasal duct to the floor of the nose to clear away 
any epithelial obstruction. This requires a general 
anesthetic; it also requires the greatest gentleness 
and care not to create a false passage. One probing 
is all that is required. In addition, the mother 
should bathe ‘the eyes with boracic lotion and re- 
peatedly squeeze the tear sac to express its contents. 
When the latter is thoroughly emptied, two drops of 
collosol argentum should be dropped into the eyes 
at the inner canthus when it will filter through into 
the sac and act as an antiseptic. This treatment 
should be carried out by the mother or nurse three 
or four times a day and may be tried for a week 
before probing. Sometimes this condition leads to 
the formation of a lachrymal abscess which requires 
the usual treatment of abscess by incision and 
foments. If all other treatment fails the lachrymal 
sac should be excised. 


Congenital Defects. 


Various anomalies of development may occur in 
the optical apparatus of the new born. The main 
thing is not to overlook them when present. Thus 
the eyelids may remain closed for some days as in 
puppies and kittens or the eyelids may be com- 
pletely joined together (cryptophthalmos). There 
may be two rows of eyelashes in each lid or there 
may be various notches or colobomata in either lid. 
Both eyes may be fused in one (cyclops) or one 
eye may be completely absent, though’ the socket is 
otherwise perfect. I have seen this several times. 
An artificial eye should be obtained later for these 
patients. Dermoid cysts and teratomata of the 
eyeball or eyelids are not very common. Congenital 
ptosis or drooping of lids is a noticeable defect, 
one which is not very successfully remedied by 
operation. Various congenital defects or colobo- 
mata occur in the iris, lens and chorioid and are 
only to be discovered by internal examination in 
the dark room. Congenital cataract is often asso- 
ciated with nystagmus and the one should be 
thought of in association with the other. Albinism 
generally causes nystagmus and cannot be over- 
looked. In these cases the macula often does not 
develope properly. Most babies are blue-eyed 
when born and the pigment cells of the iris stroma 
develope after birth. No notice should be taken of 
an apparent squint in new-born babies. Until fixa- 
tion and the macule develope, the eyes wander about 
more or less independently. The association centres 
of the brain are probably only developed gradually 
by use of the special senses. 


Sometimes the doctor is asked by nurse or mother 
if he thinks the baby can see or if he thinks the 
infant is blind in one eye. It is not an easy question 
to answer off-hand, but if external examination 
discloses nothing wrong and both eyes. wander 
about equally in the usual aimless way, the chances 


are that vision will be right. A light reflected into © 


each eye in turn may be used to demonstrate the 
pupil reflexes and if these are active and equal, it 


proves that the optic nerves and tracts are function- | 
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ing. A cautious but reassuring answer should be 
given and the patient re-examined some weeks 
later. 

The majority of congenital defects are of 
academie interest only and not amenable to much 
in the way of treatment. 


— 


SOME OBSERVATIONS ON ORTHOPAEDIC WORK 
IN AMERICA.’ 





By P. L. Hiestry, M.D., 

Honorary Surgeon, Royal Alexandra Hospital for 
Children, Sydney; Honorary Assistant 
Surgeon, Royal Hospital for 
Women, Paddington. 





WHEN asked by your Secretary to read a paper 
before this Section based on experience gained in 
orthopedics during my recent visit to America, I 
assented, feeling that it is only right and proper, 
when one has had the good fortune to travel, to 
give others who may not have been so privileged, 
the benefit of one’s experience. While in America I 
received the utmost courtesy from all surgeons with 
whom I came in contact and every opportunity was 
afforded me when visiting the different hospitals 
and seeing the work done there. The course which 
I propose to follow is to describe in some detail 
certain operations and procedures which came 
under my notice during my visits to the different 
hospitals. 

We hear a lot about standardization these days, 
particularly in America. I know that an attempt 
has been made there to standardize the treatment 
of fractures; with what success I am not in a posi- 
tion to say, but while human nature remains as it 
is, I do not think that much success will be attained 
along these lines. It is easy to standardize in the 
building of motor cars, but not so easy in attending 
to their mishaps and infinitely more difficult is it to 
standardize in the treatment of injuries and 
deformities of the human body. 

One of the things that struck me particularly, 
during my visits to a number of orthopedic clinics 
was the fact that, in spite of the numerous cases 
with which they deal and the vast experience gained 
in each particular branch of orthopedic work, they 
seem to have arrived at different conclusions in 
the. different. clinics on the results of particular 
operations. This is due, of course, to the fact that 
no two cases are exactly alike and also that no two 
surgeons in doing an operation, will do it exactly in 
the same way and with the same degree of skill. 
While in Boston, for example, I was interested in 
finding out the opinions of the different men there 
on the operation of astragalectomy, for the purpose 
of stabilizing the foot in certain paralytic condi- 


_ tions. I found that at one institution, after study- 


ing the end results of a large series of cases, they 
had come to the conclusion that the operation was 
one which should only be done on very rare occa- 





1 Read at a meeting of the Section of Orthopedics of the New 
South Wales Branch of the British Medical Association on 
March 6, 1924. 
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sions. On the other hand, the surgeon in charge 
of another orthopedic clinic in the same city after 
carefully examining the end results of an equally 
large series of cases done by himself and his assist- 
ants, had come to the conclusion that it was one of 
the most satisfactory operations that could be per- 
formed for a good many types of deformed feet. 


| 
| 


He maintained that the poor results obtained by | 
many surgeons after this operation was because they | 


did not employ the correct technique. | 

Obviously the personal factor is all important 
in considering the end results of particular opera- 
tions and there is not only the operation, but the 


very important after treatment to be considered. | saline Geek. 16 ta: palais emeaad ak onheneet- 4 
You may leave a deformed foot after an operation | : 4 { r 0 os = 


in what appears to be a very excellent position, but 
as growth proceeds and controlling muscles develope 
and take up function in their new relationship, 
the picture gradually changes and it is only the 
experienced. surgeon who can foresee the probable 
end result of any particular operation. 

In spite of the adverse criticism of certain men, 
the operation of astragalectomy stands in high 
repute amongst many eminent surgeons and it seems 
to me to give the best results in the majority of 
deformed feet, whether the deformity be the result 
of paralysis of one or several groups of muscle. 
As you know this operation was devised by Dr. 
Royal Whitman and was originally planned to cor- 
rect the deformity of cancaneo-valgus. An excellent 
functional result is obtained in these cases, as the 
centre of gravity is shifted forwards over the medio- 
tarsal joint. But since Whitman devised this opera- 
tion, its use has been extended to many other deform- 
ities, even to those in which only one muscle group is 
paralysed. The operation can be. done at any age. 
but it is better if possible to wait until the child is 
six or eight years old and then, of ‘course, only if 
the paralysis has lasted for over two years. On the 
other hand it is not-as useful in adults, for, although 
the deformity may be corrected, the foot remains 
very sensitive and painful. 


Technique. 


A curved incision is made around the foot below 
the external malleolus and extending forwards over 
the head of the astragalus. The peronei are divided 
at the level of the external malleolus and the ends 
secured, to be dealt with later. After dividing the 





ligaments about the astragalus, it is prised out of | 
| such as I have brought with me this evening. The 
| patient was, of course, treated in her own home. 


its position, head first. after the foot has beén 
strongly inverted. The internal lateral ligament is 


now dissected up from the internal malleolus, so that | ; 
| administered beforehand being sufficient to relieve 


the foot can be readily displaced backwards. This 
is the part of the operation most often neglected. 
The sides of the scaphoid and cuboid are now pre- 
pared, so as to receive the malleoli which may, if 
necessary, be denuded of cartilage. The foot is then 
displaced well backwards and held in a position of 
moderate equino-valgus. The peronei are then re- 
sutured or fixed to the tendo Achillis. Plaster is 
applied from the toes to the middle of the thigh, 
with the foot in equino-ralgus and the knee flexed. 
After four weeks a fresh plaster support is applied, 
but before this is done the equinus is corrected to a 


| her pain. 


right angle. if the quadriceps is paralysed, but 
when it is active it is advisable to leave a slight 
degree of equinus. A moderate degree of valgus is 
best maintained throughout. The child is then 
allowed to walk in this plaster which is renewed 
as often as necessary up to six months. He then 
walks in a shoe, with a six millimetre (a quarter 
of an inch) lift on the outer side of the sole and 
twelve and a half to nineteen millimetres (one-half 
to three-quarters of an inch). total lift to the heel, 
so as to compensate for the shortening of the leg. 


Hoke’s Operation. 
Hoke’s is an operation for stabilizing the partially 


America. It is used both for paralytic equino-varus 
and equino-valgus. When there is any rotation of 
the tibia, this is corrected by an osteotomy some 
weeks prior to the operation. A curved incision 
similar to but smaller than that made for astra- 
galectomy is used. The peronei tendons are isolated 
and retracted. The astragalo-caleanean joint is 
then opened and its cartilage removed. The head 
of the astragalus is then excised, denuded of car- 
tilage and made wedge shaped. The posterior sur- 
face of the scaphoid is then cleared of cartilage and 
the wedge of bone shaped from the head of the 
astragalus is reinserted. The thin end of the wedge 
is made to point outwards in equino-varus and in- 
wards in equino-valgus. The foot, leg and lower 
part of the thigh are then encased in plaster with 
the knee flexed. 


Treatment of Fracture of the Neck of the Femur. 

We all know how unsatisfactory are the results of 
fracture of the neck of the femur treated by the 
old-fashioned long side splint with Buck’s extension. 
I was therefore interested to see how these fractures 
were treated in America. Soon after my arrival in 
Boston I had the good fortune to. assist an eminent 
orthopedic surgeon at one of these operations. I 
happened to call on this surgeon soon after he had 
received a call from another practitioner to attend 
a fracture of the neck of the femur in an old lady. 
He invited me to accompany him, which I willingly 
did. The old lady had the usual intra-capsular 
fracture of the neck of the femur, following on a 
slight injury. On the orthopedist’s advice three 
centigrammes (half a grain) of morphine had been 
administered shortly before our arrival. The sur- 
geon carried with him a portable Hawley apparatus, 


She did not have a general anesthetic, the morphine 


She was placed on the Hawley table with 


both legs well abducted and the foot on the injured 


side well inverted, while the screw extending the 
injured thigh was gradually tightened. A long 
plaster spica extending up over the lower ribs on 
the side opposite to the injury was then applied. 
The old lady never complained of pain during this 
treatment and said that she felt much more com- 
fortable immediately afterwards. Orders were given 
to allow her out of bed on the following day. In little 
over half an hour the operation was over and the 
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doctor had left the house. The treatment followed 
in this case was what is known as Whitman’s ab- 
duction treatment, the only difference being that 
Whitman, I believe, generally gives the patients a 
general anesthetic. 

How different is the treatment generally meted 
out to the average patient with a similar complaint 
in this country! One of the last patients I saw 


before leaving Sydney with a similar condition | 


was under the care of an eminent physician of this 
city. She had been in bed for several months at that 
time and was lying there with several inches of 
shortening and considerable abduction of the leg 
and thigh, a hopeless invalid waiting for death to 
release her, which it did a couple of months later. 
A good many practitioners look upon these cases as 
practically hopeless and so they are when treated 
by the old-fashioned long splint with extension, a 
method of treatment little if any better than doing 
nothing at all. 

Fracture of the neck of the femur is one of the 
most difficult problems in surgery, owing to several 
conditions, the principal of which are: 


(i.) The poor blood supply to the proximal frag- 
ment; (ii.) the deficiency of periosteum over the 
greater part of the neck of the femur; (iii.) defective 
osteogenesis in the neck of the femur, a condition 
largely resulting from the first two factors: (iv.) 
the mechanics of the joint do not. favour accurate 
apposition of the fragments. 

It seems to me that the Americans are well ahead 
of us in the use of the plaster of Paris splint. I 
believe we would get better results in most fractures 
of the femur, if we did away with the old extension 
and reduced by traction under an anesthetic on a 
Hawley table or similar apparatus and then applied 
a long plaster spica. 

Dr. Ellis Jones, of San Francisco. told me that 
he invariably used this method with almost uniform 
success. He sometimes finds it necessary to apply 
extension by means of a pin driven through the 
lower end of the femur and, if so, he encases it in 
the plaster. 


Old Un-united Fracture of the Neck of the Femur. 

I was fortunate in seeing Profesor Albee treat 
several patients with ununited fracture of the neck 
of the femur at the New York Post-Graduate Hos- 
pital and it might interest you to learn his method 
of treatment. One cannot help but be impressed by 
this surgeon’s skill and dexterity. Bone operations 
in the hands of this eminent master look quite 
simple, owing to his excellent craftsmanship. These 
operations are done with the patient fixed on an 
Albee table, the special feature of which is the pos- 
sibility of allowing abduction without producing 
shortening. If the case is an old-standing one, he 
removes the head of the femur through a Smith- 
Petersen incision. The capsule of the joint is 
opened and by means of a chisel driven into it, the 
head is prised out of the acetabulum. The great 
trochanter is then split vertically, leaving the 
muscles attached to the outer fragment, which is 
then levered outwards by producing a greenstick 
fracture at the lower end. The leg and thigh are 


| the Russell-Hibbs fusion method. 


then abducted by an assistant, until the upper enq 
of the femur slips into the acetabulum. A couple 
of kankaroo tendon sutures are then inserted go 
as to keep the outer fragment of the great tro. 
charter from dropping backwards and to keep the 
end of the femur in the socket. A long plaster spica 
keeping the leg well abducted and inverted is then 
applied. The patient is kept on his back in this 
position for six weeks and is then allowed to walk 
in the plaster. Professor Albee says that the end 
results are very gratifying. One of the patients on 
whom I saw him operate, was sixty-seven years old, 
If the patient is seen early and if the fracture is 
close to the great trochanter, he advises the use of 
a bone peg driven through the great trochanter and 
neck of the femur. 


Treatment of Deformities of the Spine. 


In the treatment of caries of the spine in children 
opinions of American surgeons differ widely, from 
those who advocate operation in nearly every case, 
to those who never operate. In Boston again one 
was particularly struck by these two groups. Nearly 
all seem in agreement about the advisability of 
operating on adults for spinal caries, but in the 
case of children they differ. Those surgeons who 
believe in operations on children, seem to favour 
In doing this 
operation a median incision is made down to the 
spines and the lamine are then exposed sub- 
per iosteally, a most important point, as the bleeding 
is very free if one does not keep beneath the peri- 
osteum. Gauze strips are packed in tightly, as each 
lamina is exposed. The periosteum is stripped right 
out to the articulations and these are denuded of 
cartilage with a small curette. Then by means of a 
special chisel bent at the tip at an angle of about 
130°, small fragments are chipped up from the adja- 
cent lamine and are made to overlap. In a similar 
manner the spines are split and overlapped. No 
sutures are used to unite any of these pieces of 
partially separated bone. The lumbar fascia and 
skin are then united and the patient is placed on a 
Bradford frame in the supine position. After six 
weeks he is allowed up; some surgeons then use a 
brace for several months and others allow the 
patient to get about without any mechanical sup- 
port at all. At the Boston Children’s Hospital they 
have given up this operation and treat these 
children by the Schwartz method in a modified 
Lorenz plaster bed. They keep the en on this 
for two to four years. 


In adults the Albee bone graft seems to be the 
method of choice. In New York I saw patients who 
had been operated on by the Albee bone graft 
method, and they were walking about without any 
support six weeks after the operation. At the Mayo 
Clinic, however, they told me that they generally 
keep these patients on their back for about twelve 
months after this operation. 


At the New York Orthopedic Hospital, I saw six 
spines which had been fused by the Hibb’s method. 
The children had died subsequently from causés 
apart from the operation. The result as far as the 
actual fusion went in these cases was excellent. 
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Treatment of Lateral Scoliosis. 

The treatment of lateral scoliosis seemed to me 
to be far from satisfactory. In every hospital which 
I visited, I saw an Abbott frame, such as you see 
figured in text-books, but I never saw one used in 
the way Abbott intended it should be. Unfor- 
tunately I never saw Abbott himself who, I was 
led to believe, gets very good results by his treat- 
ment. All the hospitals seem to have purchased this 
apparatus when Abbott first published his results, 
but they only seem to use the horizontal portion of 
it, for putting on plaster jackets much in the old- 
fashioned way or at most with pressure and counter 
pressure in the horizontal plane only. 

The method I saw most used was as follows: The 
spine is stretched daily by means of Sayre’s appa- 
ratus; this is followed by recumbency for some 
months. A plaster model of the body of the patient 
is then made by applying plaster bandages and 
cutting this shell down the front when nearly dry. 
A torso is then made from this and in the centre of 
it a stout iron bar is moulded for convenience of 
handling afterwards. Some of the plaster on the 
convex side is then shaved away. A plaster jacket 
is then made from this remodelled torso in the fol- 
lowing manner. The iron rod is held firmly in a 
vice. A cotton singlet is applied and then the first 
bandage which is wrung almost dry before applica- 
tion, so as to prevent it adhering too firmly. About 
eight bandages ten centimetres (four inches) wide 
are used. Strengthening bandages are applied 
around the hips and across the shoulders. 
jacket is removed when nearly dry, by cutting down 
the front and later on webbing straps and buckles 
are applied. These jackets when well made last 
about six months, after which a fresh one is made 
on a remodelled torso as before. When no further 
improvement can be produced by this means, some 
surgeons fuse the vertebre over the worst portion 
of the curve, by either Hibb’s or Albee’s method. 


The Treatment of Foot Strain. 





The | 


Of the different methods of modelling plaster | 


casts of the foot for the purpose of making sup- 
ports for foot strain and flat foot Royal Whitman’s 
appeared to me to be the best. He always makes 
2a complete model of the whole foot and not merely 
a cast of the sole, as one sometimes does. The sup- 


ports themselves are made from Jessop’s spring | 


steel, No. 17, 18 or 19 gauge according to the 


strength required. After trimming away the instep 


on the model, he marks the middle of the heel and 


the points immediately behind the heads of the | 


first and fifth metatarsals. 
made and the sheet metal cut from this. This is 
then heated to a red heat and moulded on an anvil, 
so as to fit the model accurately, except anteriorly 
where it projects from the plaster about six milli- 
metres (a quarter of an inch). The splint is turned 
up on the outer as well as the inner side, the former 
being made to come just behind the cuboid. The 
sole piece is cut away diagonally from before back- 
wards and outwards, so that when the patient 
walks, there is a tendency to correct the pronation. 
These supports always have to be adjusted slightly 
to each individual, so as to remove any undue pres- 


A paper pattern is then | 


sure on the scaphoid. This is done by the surgeon 
when the patient calls at his rooms for the support. 

I have here several samples of the different kinds 
of support commonly used in America for the 
different forms of foot strain. 





Reports of Cases. 


A CASE OF ANXIETY HYSTERIA AND ITS 
TREATMENT. 





By ALrrep T. Epwarps, M.B., 


Resident Medical Officer, Mental Hospital, 
Rydalmere, New South Wales. 





THE doctrine of psychological determinism in regard to 
psycho-pathology is now widely accepted as an established 
fact and the following case illustrates its application to 
the hallucinations, amnesia and depression of anxiety 
hysteria. 

The patient, a married woman, etatis thirty-two years, 
was admitted complaining of seeing “frightful images, 
particularly a big grub with its head raised” and also of 
fits of depression. Her history was as follows: The 
youngest of a family of six, she had been a healthy child, 
but always shy and reserved, making very few friends. 
At school she had shown herself an excellent scholar and 
at seventeen obtained a position as telephone operator. 
This post she held for ten years, although it involved a 
great deal of responsibility which she felt more than most 
girls. During adolescence she was perfectly healthy ex- 
cept for severe menstrual headaches which ceased when 
patient was transferred to the town at which she met her 
husband. She was married at the age of twenty-nine years 
and tke marriage had been happy, despite the fact that 
she and her husband were of different religions. She had 
had two children, but had exhibited sexual frigidity since 
marriage. She had been free from any excessive worry 
during married life. 

The illness began four months before admission. Her 
mother-in-law, previously very friendly, was visiting her 
and on the first day of a menstrual period, qnarrelled 
violently with the patient, insinuating that she was not 
good enough for her husband. During the remainder of 
that period and the two succeeding menstrual periods the 
patient was extremely depressed and during the two 
months prior to admission the depression had been con- 
tinuous. She could give no other reason to account for the 
depression. 

Two months after the quarrel the patient was emptying 
the copper and brought out a dead grub, ten centimetres 
(four inches) in length, white, soft and slimy. She ex- 
perienced such strong disgust at the sight of it that she 
could not touch it, but was forced to leave it for her 
husband to remove. From that night until admission she 
had seen: “In the back of my mind, a great big, woolly 
grub about one and a half inches in length, as thick as a 
little finger. It seemed venomous and appeared to have 
its head raised as if it was going to make a noise. I 
cannot describe the head. It had little legs against its 
body like a grub. It was a dark green, spiky, furry sort 
of thing.” : 

On admission the patient appeared a very intelligent 
woman, quiet and mildly depressed, exhibiting emotional 
attacks during which she became tearful, anxious and 
agitated. She complained of insomnia and fatigue. She 
evidenced many amnesic blanks when speaking of her 
adolescent year, 

Her reactions to a list of two hundred words were then 
taken, those given overpage being the longest. On 
succeeding days free association experiments were 
carried out, starting from the words “woolly” and “large,” 
but after many innocuous associations the patient took 
refuge in fatigue and could not be persuaded to continue. 
A week later free association was repeated, the word 
“thick” being the stimulus word; after many irrelevant 
deviations the following passage occurs (verbatim): “I can 
remeinber lying in bed and the feeling would occur at 
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Second 
Reaction. 


First 


Reaction. Time. 





Word. 


Woolly 
Large 
Thick 
Cottage 


..| “Mind isa blank” “Feel” 1% /, seconds 
..| “Give it up” .| “Won't fit in” 135/, seconds 
os “Nothing at “a . | %/, seconds 

.| “Low” “ae” .. §*/, seconds 








night. It never returned until recently; oh! yes, about a 
year ago. I dreaded it. I thought that though I was 
strong and grown up. Oh! it’s gone. There something 
elusive. O! look! I get it, doctor, and _ then 
it goes just as . . . I can remember sleeping in the 
dark. I am afraid of the dark. Oh! My mind is like 
an anemone on the rocks touched with a stick. There’s 
something (sobs) I remember now (sobs) I can’t tell now, 
. after.” 


The following day she gave a history of seduction at 
the age of twenty and stated that she had had an abortion 
induced. Concerning this her memory: was still very 
imperfect. Previously the amnesia had been complete. 


During the next three weeks the patient paid several 
visits to her home and on returning said that she found 
the hallucination worse on the dark side of the house. 
Association tests were therefore performed (“dark side of 
the house”. being the stimulus), with inter alia the fol- 
lowing result: “When you gave me the word ‘cottage’ a 
feeling of depression came over me. The cottage was dark 
and low. My kitchen is dark and the first time I felt ill 
I was: bathing the babies there. I -felt if either spoke, I 
would scream. I used-to be alone there towards evening, 
I would be depressed and then, oh, the memory! I used 
to be striving to keep it out. It used to come back again 
and again. It happened in Marrickville, in a cottage. He 
took me there. Oh, millions of thoughts! There’s always 
the one thing I seem to feel. It must have had life, I 
think. Something jumped, something the woman held. 
Oh! you know what it was (sobs bitterly). It moved 
quickly. The grub moves in just the same way.” After 
this, without any suggestion, the patient realized that 
the grub was the symbolic representation of the four and 
a half months old fetus, the memory of which she had 
repressed. The hallucination did not recur and the de- 
pression gradually diminished. She was discharged and 
has been well since, a period approaching twelve months. 

I wish to thank Dr. S. Evan Jones for permission to 
report -this case. 





TWO CASES OF ULCERATIVE COLITIS. 


By J. R. Bett, M.R.C.P. (London), 
Clinical Assistant, Alfred Hospital, Melbourne. 


A MAN, @tatis thirty-three years, had never left Aus- 
tralia. and had ‘been in good health until June, 1922, when 
diarrhea commenced. Within a month he was passing 
blood, pus and mucus and losing weight and strength 
rapidly. -Appendicostomy was performed in October, after 
which the diarrhea improved and he began to regain 
weight. In May of 1923, however, his symptoms recurred 
and he became worse. until. in.November of that year he 
was extremely weak and emaciated and appeared about to 
die. Sigmoidoscopic examination revealed blood and pus 
pouring down the large bowel in such quantities as to 
obscure the mucous membrane completely. Subcutaneous 
and intravenous injections of polyvalent anti-dysenteric 
serum prepared by the Commonwealth Serum Laboratories 
from Australian types, together with irrigations of the 
eolon with “Albargin” solution daily, effected a dramatic 
recovery. Within a week the blood had. disappeared and 
the pus and mucus shortly afterwards. His appetite in- 
creased, the diarrhea ceased and he regained weight, until 
now he is practically up to his normal level. The serum was 
given in large doses, up to ninety cubic centimetres at 
one time, after the method first suggested by Hurst, of 
London. 





A man, e«tatis thirty years, had spent the greater part 
of the last seven years in New Guinea and Central Aus. 
tralia, during which time he had recurrent attacks of 
severe diarrhea, blood, pus and mucus being present in 
the more recent attacks. In December of last year he 
returned to Melbourne owing to an attack and a sigmoido. 
scopic examination showed the typical appearances of 
ulcerative colitis with small ulcers in the rectum, sigmoid 
and lower descending colon. Similar treatment was in- 
stituted as in the first case, but in a less forceful manner 
(no intravenous injections were given) and produced im- 
mediate improvement. He has had no sign of diarrhea 
since the course of serum injections was finished and has 
regained exactly 12.7 kilograms (two stone) in weight. 


Reviews. 


AN EPITOME OF MEDICINE. 


Dr. JAckK’s “Handbook of Medicine” has now entered its 
seventh edition and this is in itself an overwhelming proof 
of past popularity.’ It has always been looked on, especially 
of late years, as the never failing friend and vade mecum 
of the senior medical student preparing for his final exam- 
ination and this latest edition more than deserves all that 
has been said of former issues. The original plan of the 
older editions has been retained, but nearly every division 
of the book has been carefully revised. Occasionally the 
author inclines to be a little dogmatic, but when a man is 
preparing for an examination this is perhaps a good fault, 
certainly better than aimless generalizations. 


The chapter on immunity has been revised and though 
short, it is concisely written and the text is sound. The 
article on diabetes is particularly good and in it the author 
enters fully into the dieting of Allen and Graham. The 
uses and dangers of “Insulin” are given with painstaking 
correctness and this. statement constitutes a very excellent 
guide to any busy practitioner. The rest of the division 
of the book in which the chapter on diabetes is included, 
is excellent and here also a very good account of the dis- 
eases of metabolism is given. The paragraph on vitamins 
is perhaps a little too short, but what is given is explicit 
and trustworthy. . Rickets is fully discussed and even the 
recent researches of Leonard Findlay and Paton are 
mentioned. 


The very best chapter in the book is the one on heart 
disease. The whole of this difficult subject is given clearly 
and in such good English that any student who has fol- 
lowed. the teaching of his hospital clinics, cannot fail to 
grasp the essentials of this important subject. The chapter 
on the endocrine glands is somewhat curtailed, but even 
here the researches of McCarrison are mentioned. While 
giving a very clear and readable article on pulmonary 
tuberculosis, the author disfigures the whole text by obso- 
lete terms—chronic phthisis, pneumonic phthisis and 
broncho-pneumonic phthisis. In his final chapter on dis- 
eases of the nervous system—very often the béte noir of 
the medical student—the author has excelled himself. As 
an introduction he gives excellently written short articles 
on the neurone, the spinal cord, the motor and sensory 
paths and finally the general symptomatology. Following 
this easily read précis is given a very clear account of the 
different diseases of the nervous system so that what is 
looked on as a very “dry” part of the medical student’s 
work, is converted into one of interest. 


In conclusion, it would be unfair to look on this little 
work as a “cram” book. It is a carefully prepared and full 
résumé of one of the most important subjects of the whole 
curriculum and cannot fail to be of the greatest use to the 
conscientious student who has followed the teaching of 
his clinical lecturers. It is well printed and a handy 
portable volume and not the great heavy tome which often 
goes by the name of “handbook.” 


1 “Wheeler's Handbook my “Medicine,” by William R. Jack, 
ay M.D., F.R.F.P.S.G.; Seventh Edition; 1924. Edinburgh: 

&'S. Livingstone ; Crown 8vo., pp. 644, with 34 tihustrations. 
ine: 12s. 6d. net. 
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Inefficient Midwifery. 





Tue Victorian Branch of the British Medical 
Association under the wise guidance of its Presi- 
dent, Dr. Dunbar Hooper, and the Melbourne 
Permanent Committee for Post-Graduate Work 
have linked hands in a very important campaign 
aiming at the reduction of maternal mortality and 
morbidity and infantile mortality. We offer no 
apology for attacking this problem again within 
so short a time nor for the introduction of mere 
platitudes. The fact of the enormous waste of 
human life, both of mothers and infants, added to 
the deplorable amount of incapacity and suffering 
as the direct result of inefficient midwifery, indi- 
cates that there is need to reiterate the elementary 
principles of this highly complex subject. The 
Victorian Branch is seeking information to enable 
it to suggest some effective remedies. A circular 
has been addressed to all its members enclosing a 
questionnaire drafted in simple language. The 
information sought covers a wide field and is cal- 
culated to guide the special committee entrusted 
with the task in ascertaining the contributory 
causes of the high morbidity and mortality and in 
devising adequate: remedies. . The Committee 
appeals: to all medical practitioners in the Branch 
to lend their aid. Without the cooperation of all, 
it is realized, little can be accomplished. 

The Melbourne Permanent Committee for Post- 
Graduate Work, as has been announced in previous 
issues, has received a very generous donation from 
someone. who. wishes to remain anonymous, for the 
purpose of ‘offering a prize for the best essay on 
the causes and prevention of maternal morbidity 
and mortality: The conditions attaching to this 
competition are set out in full in our advertise- 
ment pages. The Permanent Committee desires to 
obtain evidence of the best means of averting puer- 
peral morbidity among women living in the Aus- 
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| tralian bush or those who are confined in humble 


homes. The remedies should be applicable in all 
circumstances, in lodge practice, in places where 
the climatic conditions are unfavourable and insti- 
tutional treatment out of reach. Candidates are 
asked to devote their attention more especially to 
the prevention of maternal morbidity. It will be 
admitted by all that the anonymous donor has 
manifested an extraordinary sense of individual 
responsibility and has performed a very valuable 
publie service. 

It may be assumed that the dangers to both 
mother and babe in connexion with birth may arise 
from a previous infection of the mother, from some 
pathological process existing in the mother before 
the commencement of the pregnancy or affecting 
her during its course or as a result of infection or 
mismanagement in the parturition or lastly it may 
occur because of the want of proper physiological 
safeguards after the birth is completed. In regard 
to syphilis, the great slayer of infants and the 
destroyer of health and happiness, sufficient know- 
ledge is possessed to reduce its effects to a mini- 
mum. But this knowledge must be applied con- 
scientiously and consistently in every case; the 
practitioner must be prepared to make the diagnosis 
whenever an infection exists. There are, however, 
other infections of importance to the pregnant 
woman and unfortunately our knowledge of the 
nature and prophylaxis of these is far from com- 
plete. Much more information is needed in regard 
to the «etiology and pathology of those obscure 
affections complicating pregnancy and _ labour, 
usually spoken of as the toxemias of pregnancy. 
There is an immense literature on this subject, but 
throughout all the writings the chief attention of 
the authors is directed toward prevention and treat- 
ment and very little on the actual chemical and 
biological changes existing in the affected women. 
Until ample information is forthcoming concerning 
the nature of these conditions, it may be justifiable 
to give some preparation of veratrine and to wash 


the body out with ingested fluids, but such empirical 
remedies may not blind us to the fact that the real 
prophylaxis has still to be evolved after the etiology 
of each pathological process embraced in the term 
has been elucidated. 
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In regard to the third point, the danger to the 
mother of infection in parturition and to the baby 


and mother of traumatic damage, the position is | 


again different. 
both forms of danger- And if this be possible, why 
is it not done? 


| 


It should be possible to eliminate | 
| or both individuals concerned. 
The problem connected with this | 


aspect of the subject involves a consideration of | 


. . | 
many social and other questions. The general prac- | 


titioner will admit that the relatives and friends, | 


aided and abetted only too often by the nurse or 


midwife, often clamour for the early application of 
| 


forceps and rapid delivery. 


If the general prac. , 


titioner refuses and continues to refuse to be party | 


to this form of meddlesome midwifery, his services 
will not be required on future occasions or for other 
patients and a less scrupulous practitioner will be 
called in. It is obvious that a public campaign must 
be started to educate the public concerning the dis- 


advantages and dangers associated with the un- | 


necessary application of forceps and indeed with all 
unneeded forms of interference with Nature. It is 
essential that the nurse and the midwife shall be 
better trained and controlled, but this is not enough. 
The teaching must reach the patient’s home. There 
are countless side issues connected with the preven- 
tion of dangers arising at the time of the birth and 
each one of them must be measured and weighed 


and handled. 

In the last place there are the dangers and 
difficulties of the puerperal and lactational period. 
These merit very careful consideration, for there is 
a need to apply the information revealed in the 
physiological laboratory concerting the involuting 
uterus and the accompanying changes throughout 
the body to the management of the lying-in period 
and of the period when the mother is suckling her 
infant. This information is incomplete and more 
should be sought, more particularly in regard to the 
bio-chemical balance within the mother’s body and 
the bio-chemical response of the infant’s tissues to 
variations in the composition of mother’s milk. The 
whole subject of infant feeding comes within the 
purview of this matter and it is a difficult and 
complex one. 

Sufficient has been said to show that we lack 
knowledge in many directions and that we do not 





—— 


use the knowledge we already possess. Even the 


leaders ‘in obstetrics have to admit grave ignorance 
concerning ante-natal pathology and the insidious 
changes that may mean suffering or death to one 
It is apparent that 
a serious effort is being made to deal scientifically 
and logically with this subject and to neutralize 
that common fatalism that drives people to pray 
for women in labour, while they neglect to strain 
every nerve to ascertain the causes of the dangers 
that surround her and elminate them. This is a great 
national problem and it belongs at present to the 
medical profession. Perhaps it may be necessary for 
us to evoke the aid of the public and of the State 
when our knowledge is sufficient and when we are 
prepared to apply our knowledge universally to good 
effect. 


Current Comment. 


THE VALUE OF BISMUTH IN THE TREATMENT OF 
SYPHILIS. 


BetweEEN fifteen and twenty years ago Paul 
Ehrlich instituted a well planned investigation into 
the action of arsenical compounds on the spiro- 
chetes of syphilis and other processes. In 1910 
Ehrlich and Hata announced the fact that a com- 
pound, named by them “606” was endowed with 
powerful spirocheticidal action. They appealed to 
the medical profession to employ this drug, dioxy- 
diamino-arseno-benzol dihydrochloride, in syphilis. 
At this time Ehrlich aimed at the discovery of a 
drug of sufficient spirocheticidal action to effect a 
complete sterilization of the body of the infecting 
organism of syphilis. Soon it was recognized that. 
while the clinical value of “606” or “Salvarsan” as 
it was afterwards called, was very considerable, a 
single dose was unable to cure an infection, even 
under favourable circumstances. In the course of 
nearly three years no less than six hundred new 
substitution preparations were produced and tested, 
but none of them proved substantially more effica- 
cious than the original “Salvarsan.” The spiro- 
cheticidal action in relapsing fever, in the spirillosis 
of fowls and in similar infective conditions was 
studied side by side with that in syphilis. Sub- 
sequently other investigators took up the work, 
so that during the war years there were already 
many arseno-benzol drugg in clinical use. As is 
well known the therapeutic value of these various 
preparations has been the subject of repeated in- 
quiry and some important reports have been pub- 
lished, dealing with this matter. Perhaps the best 
of these reports are those of the Medical Research 
Committee and Council, published in the years 1919 
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apd 1922. Some of the preparations are said to 
pe of the same chemical constitution as the original 
“Salvarsan,” while others are allied but not identi- 
cal substances. The evaluation of the several 


remedies for syphilis is based on the apparent result | 


of treatment with the special drug in removing signs 
and symptoms, on the rate of disappearance of the 
Spirocheta pallida from the primary lesion, on the 


| 
| 


effect the treatment has in influencing the response | 


on the part of the serum or cerebro-spinal fluid to | 
| endeavoured to belittle the benefits derived. 


the Wassermann test and finally on the frequency 
of relapses and the interval between the disappear- 


ance of symptoms and the onset of the relapse. | 


Other criteria have been brought into use, such as 


the event of a subsequent infection after an alleged | 


cure. 


From these points of was clearly 


view it 


shown that “Salvarsan” and “Neosalvarsan” were | 


greatly superior to mercury and iodides as thera- 
peutic remedies for syphilis. They proved to be 


extremely efficient spirocheticidal agents, although | 
evidence has been produced to show that this action | 


cannot be relied upon when the infection has become 


general and the organisms have entrenched them- | 
selves behind barriers of fibrous tissue and nervous | 
shown that the | 
| paraffin base of melting point of 37° C.. 


elements. Again it has _ been 
majority of infections can be overcome by judicious 
and prolonged treatment with these drugs, although 
some remain unassailed, despite energetic attack. 
The question of the degree of reliance that can be 
imposed on the response to the Wassermann test, 
is a complicated one—one that would be better 
understood were the facts more clearly expressed in 
the usual report. It may be stated that the fact of 
a patient’s serum having lost a previously existing 
power to fix complement in the Wassermann test 
is not necessarily evidence of cure. The assumption 
that serum containing the hypothetical Wassermann 
substance must be endowed with the power to fix 
complement in the test cannot be upheld, for it is 
conceivable on theoretical grounds that this enzyme- 
like body may be held by adsorption in such a man- 
ner that its properties are carried out imperfectly 
or not at all. Experience shows that the serum of 
a patient may fail to yield a reaction while the 
syphilitic process is actually advancing. It is, 
therefore, desirable to regard the fixation of com- 
plement as almost certain evidence of a syphilitic 
infection, but to admit that failure of the serum 
to react could only have a diagnostic significance 
if it were consistent over a considerable period and 
if it were supported by other evidence of cure. The 


use of the term “negative” in connexion with the | 
| places bismuth before mercury, but a considerable 


response to the test is objectionable, not only be- 
cause it is a contradiction, but more particularly 
because it leads to an impression that the status 
quo ante is necessarily identical with a removal of 
a complex infecting agent. At best the loss of 
power on the part of serum to fix complement is 


only suggestive. 


These considerations are all important in ascer- 
taining the comparative value of a new remedy for 
syphilis. Mercury has been shown to be less effica- 
cious than arsenic. Antimony has been employed, 


| has yielded strong spirocheticidal acion. 
Sauton and Robert suggested the use of bismuth for 








i 
| 
} 


| 


but hitherto no compound has been introduced that | 





In 1916 


spirillosis of fowls and four years later Levaditi 
and Sazerac made a study of its use in syphilis. 
We have dealt with this subject on several occa- 
sions. There has been some conflict of opinion 
concerning the real position of bismuth in the 
treatment of syphilis. The enthusiastic pioneers 
naturally have formed an unduly exalted opinion, 
while the advocates for arsenic or mercury have 
In 
investigation was under- 
Hospital, Haslar, in 


these circumstances an 
taken at the Royal Naval 


| March, 1923, and careful observations were made 


in order to assay the therapeutic value of bismuth.’ 
In the first place a short trial convinced Surgeon 
Commander R. J. G. Parnell and his collaborators 
that the tartro-bismuthate of soda and potash was 
unsatisfactory, Owing to the pain induced by the 
injections, the variation in the amount of the pre- 
paration that is absorbed, the feeble spirocheti- 
cidal action and the small power to bring about a 
disappearance of the manifest lesions, as compared 
with arsenical preparations. They therefore  dis- 
carded the tartro-bismuthate for a cream of metallic 
bismuth. This cream is a creo-camph and has a 
Kach cubic 
contimetre contains 0.15 gramme of metallic bis- 
muth. Toxic effects were mild as a rule and in this 
respect the drug proved itself better than mercury. 
In the next place the spirochetes disappeared less 
rapidly under bismuth than under the arseno- 
benzol drugs. In regard to the response to the 
Wassermann test five persons whose serum did not 
respond in the early stages, were treated with 
bismuth. Later the serum gained the power to 
react to the test. One of the patients developed a 
secondary rash while he was under treatment. The 
attempt to treat primary syphilis with bismuth was 
then abandoned. A series of patients who had 
syphilitic infections in a latent condition but whose 
serum reacted to the Wassermann test, were given 
bismuth cream injections. The serum of one patient 
only lost the power to react to the test, but it is 
mentioned that this patient had been treated with 
arsenic shortly before. The author can find no 
justification for thus claiming that bismuth treat- 
ment in latent infections exercises an obvious 
effect on the response to the Wassermann test. On 
the other hand he employed the treatment in 
patients who were intolerant of arsenical prepara- 
tions and obtained striking evidence of its greater 
therapeutic value than mercury. He _ therefore 


way behind the arseno-benzol drugs for the treat- 
ment of syphilis. He has illustrated the manner 
in which manifest syphilitic lesions are influenced 
by bismuth and has given chapter and verse for 
the clinical benefit that is obtainable from its use. 
In these circumstances he would recommend that 
a combination treatment of the arseno-benzol drug 
and bismuth cream is to be preferred to the com- 
bination treatment of the arseno-benzol drug and 


mercury. 


1 Journal of the Royal Naval Medical Service, July. *924 
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Qbstracts from Current 
Medical Literature. 


SURGERY. 


Adhesions About the Ascending Colon 
Simulating Chronic Appendicitis. 


C. Davison, M. Davison anv D. J. 
Rover (Surgery, Gynecology and 
Obstetrics, February, 1924) state that 
adhesions about the ascending colon 
present a similarity to chronic appen- 
dicitis and appear to be a new and 
definite clinical entity. The symptoms 
are those of a vague abdominal con- 
dition and are alike in those who have 
been operated on for appendicitis with 
no relief, and in those who present 
themselves with no history of previous 
surgical treatment. They may have 
been treated medically for a chronic 
gastro-intestinal disorder, such as 
peptic ulcer, chronic constipation, 
colitis or gall-tract disease. After a 
period of some relief they always get 
a return of the symptoms. Examina- 
tion by means of a barium meal re- 
veals a disfiguration of the shadow 
contour of the ascending colon. This 
seems to be caused by bands of ad- 
hesions passing over the ascending 
colon and to some measure the trans- 
verse colon, producing a partial or 
complete obstruction of the large 
bowel at the point of greatest involve- 
ment. There is a degree of ptosis 
also with a consequent kinking at the 
hepatic flexure. Laparotomy reveals 
the mechanical condition exactly as it 
is seen on the plates and with the 
fluoroscope. He gives in full detail 
the reasons for his conviction that it 
is an inflammatory lesion due to 
colonic stasis which leads to a weaken- 
ing of the gut wall and to the passage 
through the wall of low grade organ- 
isms causing a chronic peritoneal 
thickening. The treatment is opera- 
tive by dividing the adhesive band and 
by covering carefully with peritoneum 
any raw surface that may be exposed. 
The after treatment consists in mak- 
ing the patient lie on his left side so 
as to cause the recently freed colon to 
move away from its former band. 
Suitable aperients should be given 
and these will keep the bowel in 
some degree of movement. 


Amputations. 

Wit1aM I. pe C. WHEELER (Surgery, 
Gynecology and Obstetrics, July, 1924) 
writes some notes on amputations, 
with special references to the “sleeve” 
amputation of the thigh in severe in- 
jury and disease. Notwithstanding 
the experiences of the war, there is 
some hesitation often in departing 
from the time-honoured teachings 
about amputations. As a result of 
the investigations of the War Office 
Committee on Artificial Limbs, it has 
become evident that such operations 
as are associated with the names of 
Lisfranc, Chopart, Roux, Farabeuf, 
Teale, Gritti and Stokes have become 
of only historical interest. The am- 








putations remaining in use in the 
lower limb are: (i.) Amputations of 
the toes; (ii.) Syme’s amputation, 
with the tibia and fibula divided at a 
higher level; (iii.) through leg am- 
putation with skin flaps; (iv.) am- 
putation of the thigh with long an- 
terior and short posterior flaps; (v.) 
amputation through the neck of the 
femur with skin flaps. In the upper 
limb there remain: (i.) Amputations 
of the fingers; (ii.) amputation of the 
forearm with equal skin flaps; (iii.) 
a circular amputation of the upper 
arm and (v.) Spence’s amputation of 
the shoulder. The “sleeve” method is 
designed to meet certain emergencies 
with the least possible risk and with 
the longest possible stump. There are 
three instances quoted in detail. For 
an injury associated with ununited 
fracture of the femur, for example, in 
the presence of infection a circular 
incision is carried deeply through the 
knee joint on the anterior aspect pass- 
ing above the patella and the quadri- 
ceps tendon is divided. The lower 
end of the femur is wrenched out of 
its tissue attachments like “a cork 
from a bottle” and the sleeve remain- 
ing very long is left untouched for 
perfect drainage or at the most lightly 
sutured with gauze drains. There is 
no tendency to abduction or flexion of 
the stump. The long fleshy stump is 
particularly suited to modern artificial 
limbs. The whole operation takes no 
more than fifteen minutes and is 
applicable to any position in the upper 
or lower limbs, the general principles 
being the same. When Syme’s 
operation cannot be performed, Orr’s 
operation (Annals of Surgery, Novem- 
ber, 1921) is entirely satisfactory. 
The site of election for leg amputation 
is in the middle third. Long anterior 
and short posterior skin flaps are 
made. The deep fascia is included in 
the former. The posterior flap is made 
quite short. Other details of the 
operation are given. 


The Continued Intravenous Drip. 


RupotpeH Matas (Annals of Surgery, 
May, 1924) calls attention to the value 
of the continuous intravenous drip 
method (extehded, if necessary, over 
lengthy periods up to six or seven 
days) of administering stimulant, 
nutrient or medicated solutions to 
shocked, “toxic” and exhausted sur- 
gical patients. He recommends this 
method as being far superior to the 
transient support rendered to the cir- 
culation by the usual subcutaneous, 
rectal drip or massive intravenous 
methods. He advises as a secondary 
measure that these should be made to 
maintain the improvement already 
established. He recognizes that the 
transfusion of blood (whole or cit- 
rated) is the best method, but this is 
not always available in emergencies. 
The value of the method is most appa- 
rent in post-operative treatment of 
septic abdominal conditions such as 
intestinal obstruction, septic peri- 
tonitis, ruptured appendix, perforating 
ulcer and so forth and also on the 
weak, ill-nourished patient whose 
ability to survive an operation is 





doubtful. The technique igs fairly 
simple, the drip being observed 
through a “Murphy drip bulb,” inter. 
posed in the rubber delivery tube. The 
canula is bead-pointed and is tied into 
the vein and strapped in place on 
the arm, the arm being in turn 
strapped on a splint. The solution is 
kept warm by an electrical wrapper 
called the “Duchesal pad.” Glucose 
5% solution has been found more 
suitable for prolonged administration 
than saline solution. Adrenalin is 
the ,,most valuable addition, but 
“Pituitrin,” “Digalen,” caffeine and 
strychnine may also be added, if 
thought necessary, by being injected 
through a hypodermic syringe fitted 
into the inspection drip bulb. The 
two chief dangers are said to be air 
embolism and thrombosis, but these 
must be much over-estimated, as the 
writer has never seen an instance or 
heard of one. He quotes cases in 
some of which the drip was continued 
up to six days and concludes that for 
certainty of dosage, promptness and 
duration of effect in sustaining a weak 
or failing circulation, none of the 
methods of cardio-vascular stimulation 
at present in vogue can compare with 
the continued intravenous drip. 


Partial Gastrectomy for Gastro- 
Jejunal Ulcers. 

Donatp C. Batrour (Annals of Sur- 
gery, March, 1924) writing from the 
Section of Surgery, Mayo Clinic, urges 
partial gastrectomy for the treatment 
of gastro-jejunal ulcers. He quotes 


- figures demonstrating the efficiency of 


gastro-enterostomy in ordinary duo- 
denal ulcer. He says that 95% are 
followed by satisfactory results and 
the operation yields a mortality rate 
of only 1% to 2%. In gastric ulcer 
treated by gastro-enterostomy and ex- 
cision of the ulcer the improvement 
appears in 90% of patients and the 
mortality rate is only 2% to 3%. 
Failures usually take the form of 
gastro-jejunal ulcer and wiuis occurrs 
in about 2% of all operations. The 
real cause of this is not known. The 
symptoms are easily recognizable 
by clinical signs and can be con- 
firmed by X-ray examination. It 
usually comes on six to. twelve 
months after the original operation 
and during this time the patient has 
generally had relief from his symp- 
toms. Pain low down in the hypo- 
gastrium, vomiting and _ perhaps 
hemorrhage are the common symp- 
toms. Operation is the only hope of 
cure, otherwise the lesion generally 
goes on to a fatal result. Various 
methods of operation have been tried. 
In the Mayo Clinic one hundred and 
sixty-eight gastro-jejunal ulcers have 
been operated on either by: (i.) Ex- 
cision of ulcer, when small, with en- 
largement of the original anastomosis; 
(ii.) by cutting off the gastro-enteros- 
tomy, excising the lesions and closing 
the opening in the stomach and jeju- 
num and performing pyloroplasty; or 
(iii.) by cutting off the  gastro- 
enterostomy, excising the lesion, 
closing the jejunum and _ re-secting 
the opening of the anastomosis, with 
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restoration of continuity by whatever 
method is best suited to the condition. 
patients should always be in hospital 
4 few days before operation. On 
opening the abdomen the characteris- 
tic induration of the lesion may be 
geen, varying in extent, on the an- 
terior line of anastomosis. The meso- 
colon is always involved and some- 
times the colon. The anastomosis is 
first mobilized. The basis of the 
operation is the removal of the ulcer 
pearing area of a stomach already 
proved to be more than usually prone 
to ulcer formation. The anastomosis 
is cut across with scissors in the line 
of the sutures and the opening in the 
jejunum is closed. The stomach is 
then resected to beyond the opening 
of the original gastro-enterostomy. 
The jejunum is pushed up through the 
opening in the meso-colon and approxi- 
mated to the stomach for an end-to- 
end anastomosis. When this is com- 
pleted, the whole is pushed down 
through the aperture in the meso- 
colon and the latter sutured to the 
stomach. The Mayo Clinic is furnishing 
increased indications for the opera- 
tion and the author is convinced that 
it is the most suitable operation for 
the majority of such cases. 


The Surgical Relationship of 
Cholecystitis. 

Joun B. DeAver (Annals of Surgery, 
May, 1924) in discussing the surgical 
relationship of cholecystitis states 
that, considering the large number of 
component parts which comprise 
the biliary system, no surprise should 
be caused by the fact that there are 
more or less wide variations in the 
clinical picture of cholecystitis. Clin- 
ically, nearly every cholecystitis is 
associated with cholelithiasis, only 
18% in the Lakenau Clinic not being 
so associated. X-ray diagnosis is still 
not reliable. He claims that the idea 
of gall stones being present, but inno- 
cent of causing symptoms, has been 
exploded by W. J. Mayo and others. 
Clinically again nearly every chole- 
cystitis is associated with hepatitis 
and oftentimes pancreatitis, though 
these may be slight. The spread of 


infection to liver and pancreas is by 


the lymphatics. The view that the 
inflammation of the pancreas may be 
due to the influx of bile into the pan- 
creatic duct has been exploded. 
The surgical importance of these facts 
is that as the liver and pancreas do 
not permit of any direct surgical 
assault, their disease must be attacked 
through the gall bladder. The author 
is rather in favour of cholecystectomy, 
if possible, as opposed to cholecystos- 
tomy. As an argument in favour of 
cholecystectomy, he states that the 
diseased gall bladder certainly does not 
function nor does the gall bladder 
after cholecystostomy, bound down by 
adhesions. After cholecystectomy the 
great majority of patients get along 
well without the organ. Of all gall 
bladder operations 4% to 8% are for 
recurrences and of these recurrences 
80% are following cholecystostomy. 
The most common cause of recurrence 
is stone, perhaps overlooked in the 





first instance, but more _ probably 
formed since then. After cholecystec- 
tomy the most common cause of re- 
operation is adhesion and the most 
serious cause is chronic pancreatitis. 
This is best treated by drainage of the 
common duct. 


Non-Tuberculous Granulomatous 
Lymph-Adenitis. 

GreorcGeE H. HANSMANN (Surgery, 
Gynecology and Obstetrics, July, 1924) 
reports and discusses four instances 
of chronic non-tuberculous granulo- 
matous lymph-adenitis, investigated at 
the pathological department of the 
Peter Bent Brigham Hospital, Boston. 
He says that the condition is a clinical 
and pathological entity. The infective 
agent enters through the skin or 
mucous membrane and leaves a very 
small, non-painful lesion which may 


persist for several months. The re- 
sulting lymph-adenitis is notably 
chronic, finally leading to _ peri- 
adenitis and sinus formation. In the 


diagnosis confusion may arise with 
tuberculosis or tropical bubo. In the 
case of the former animal inoculation 
is the only certain way of deciding and 
the clinical history of the latter is 
somewhat different. The etiology is 
quite unknown. Surgical removal of 
the affected glands and peri-glandular 
tissues leads to prompt recovery. 


The Resection of the Twelfth Rib as 
an Operation for Total Empyema. 


CarL NATHER AND ALTON OSCHNER 
(Surgery, Gynecology and Obstetrics, 
July, 1924) discuss the advantages of 
the resection of the twelfth rib as an 
operation for the condition of total em- 
pyema. They are struck by the number 
of methods advocated for the treat- 
ment of acute pleural empyema, in-- 
cluding repeated or continuous aspira- 
tion, intercostal incision and _ rib 
resection. The United States Empy- 
ema Commission has shown that the 
occurrence of acute empyema is 
divided into the two stages: The 
formative or early stage before adhe- 
sions have occurred and the advanced 
or adhesive condition. The treatment 
of the former is by aspiration and of 
the latter by more radical operative 
means. The drainage of a total em- 
pyema must be considered from a 
physical, anatomical and physiological 
standpoint. Physically the cavity 
should be drained in its most depen- 
dent portion. Anatomically, this is 
best attained “in the costo-phrenic 
angle posteriorly by resection of the 
twelfth rib. Physiologically it is best 
done where the lung expansion is such 
that the lung acts as a piston of a 
syringe and literally forces the pus out 
of the thoracic cavity. The author 
states that the lung in its pathological 
condition is incapable of expanding as 
a normal lung would. The exudate by 
virtue of its weight seeks the lowest 
level the pleural cavity will permit 
and it is wisest, therefore, to open 
into the most dependent part of the 
cavity. Anatomically this point is 
located in the region of the twelfth 
rib. In contrast to the partial resection 
of other ribs, resection of this rib pro- 





THE MEDICAL JOURNAL OF AUSTRALIA. 307 


duces a wound composed only of soft 
parts; this has the advantage that 
when the drainage tubes are removed, 
the wound edges fall together and 
obliterate the drainage canal. Another 
disadvantage of the older operation 
as compared to this modification is 
that there was always the chance of 
the formation of osteo-myelitis of the 
exposed ends of the ribs and this was 
a factor of maintaining the chronic 
suppuration. With the new operation 
there is no possibility of any bone 
infection. A small pleural incision is 
made and this prevents the production 
of a large open pneumothorax. By 
means of two large heavy drainage 
tubes of rubber, with many lateral 
openings the pleural cavity can be 
completely drained independently of 
the position of the diaphragm. 
Patients with empyema treated by this 
method have a shorter convalescence 
averaging four and a half weeks. The 
formation of a chronic fistula is prac- 
tically impossible. The author has 
practised this method at the Surgical 
Clinical, Ziirich, and claims that the 
results are very satisfactory. 


The Treatment of Suppurative 
Peritonitis. 


JosePpH A. BLAKE (Annals of Sur- 
gery, 1924) in reviewing the opinions 
expressed by him twenty years ago in 
a paper on the treatment of suppura- 
tive peritonitis discusses the present 
day views on this subject. He lays 
stress on the sub-division of this sub- 
ject into local peritonitis or abscess 
and diffuse spreading generalized peri- 
tonitis. He points out that each re- 
quires a distinctly different line of 
treatment. Twenty years ago both 
were treated alike and multiple drains 
of either rubber, glass or gauze were 
used. These caused traumatism and 
secondary infections with distressing 
mortality rates. Then Oschner advo- 
cated procrastination in diffuse peri- 
tonitis as tending towards localization 
and even resolution. The author ad- 
vocates this line of treatment, but 
makes a point of removing first the 
cause of the peritonitis, if possible, 
without causing much shock or 
trauma. Drainage should be avoided, 
if possible, if the cleansing of the 
peritoneum can be completed, but is 
necessary if much necrosis or hemor- 
rhage is present. Thorough washing 
out of the peritoneum and lavage has 
been abandoned. Ileus as a complica- 
tion may be paralytic or obstructive 
and due to angulation of the dis- 
tended bowel. All else having failed, 
the best results are obtained by in- 
serting a permanent drain of a No. 20 
French catheter into the middle of the 
ileum and emptying it. In gonococcal 
and pneumococcal peritonitis the or- 
ganisms are not so virulent as the 
pyogenic bacteria and resolution and 
localization are much more liable to 
occur. Delay in operating in these 
conditions is therefore advisable. The 
author finds the mortality high among 
patients whose condition is of tubal 
origin if operated on in the acute dif- 
fuse stage, unless the tubes are 
removed. 
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British MWedical Association Mews. 
SCIENTIFIC. 


A MEETING OF THE WESTERN AUSTRALIAN BRANCH OF THE 
British MEDICAL ASSOCIATION was held at the Perth Hos- 
pital on July 16, 1924, Dr. D. P. Ciement, the President, 
in the chair, 

Rupture of the Aorta. 

Dr. D. 8S. McKenzir, D.S.O., showed a specimen of 
rupture of the aorta which had occurred in a middle aged 
man, He had been laying down a brick path at the time 
the rupture occurred. Autopsy had disclosed the fact 
that the site of rupture had been the origin of the aorta. 
The pulmonary vein had been dissected up and finally 
ruptured. But little gross aortitis had been present. Dr. 
McKenzie said that he had removed from the same patient 
the largest retention cyst of the kidney which he had seen. 
The patient had been treated for some time for lumbago. 

Dr. J. K. Covucn showed a skiagram of the ascending 
aorta. 

Inhalation of Foreign Body. 

Dr. C. Joyce showed a dried bean which had been inhaled 
into the lung of a child, aged three years. The child had 
had a convulsion on the fourth day and paroxysmal cough 
had developed on the seventh day. The character of the 
cough had been such that the presence of a foreign body 
in the bronchus might have been, but was not suggested. 
On the eleventh day Dr. Joyce had been called in to find 
the patient cyanosed and practically moribund with a con- 
dition of acute pulmonary edema. The child had been 
lifted up by the ankles and some relief in the breathing 
had occurred together with a profuse outpouring of frothy 
fluid. The bean had appeared with the fluid. Immediate 
improvement had followed and recovery had been rapid 
and uneventful. 

Dr. F. T. A. Lovecrove reported an almost 
case. 


identical 


Malignant Disease of the Uterus. 

Dr. J. K. Coucn read a paper entitled “Malignant Dis- 
ease of the Uterus” (see page 287). 

Dre. D. P. CLeMeENnt, the President, in opening the 
discussion took the opportunity of thanking Dr. Couch 
for his excellent paper which had obviously taken a good 
deal of time to prepare. He referred to the difficulty of 
making a correct diagnosis in some elderly women by 
referring to the history of two patients. Both had suffered 
from hemorrhage and in neither had anything been dis- 
covered on thorough vaginal examination. One patient was 
still perfectly well, but the other had died after six 
months. 

Dr. McKenzie referred to the efficacy of radium treat- 
ment. He quoted the history of a woman, aged forty-four 
years, who had had a child four years before. Early signs of 
malignant disease had been present with moderately profuse 
hemorrhage and foul discharge. Her condition had been 
regarded as inoperable. A cauliflower growth had been 
present on both lips of the cervix. With some difficulty 
one hundred milligrammes of radium had been procured 
and six needles inserted. Eight hundred milligramme 
hours’ exposure had been given in all. In six weeks the 
bleeding had ceased. One month later the growth had 
practically withered away and the uterus had been freer. 
After a further period of two months the uterus had 
been mobile, no bleeding had been present and the patient 
had had a relatively good colour. The patient’s general 
health was good and at the time of reporting she was 
having X-ray treatment. In Dr. McKenzie’s experience 
of Wertheim’s operation the main complication was not 
hemorrhage, but primary and delayed shock. The 
method of anesthetization was very important in regard 
to the causation of shock. He strongly recommended the 
regular administration of warm ether by Shipway’s appa- 
ratus.. Post-operative ileus was the worst complication and 
to combat this he suggested that a combined spinal and 
general anesthesia might have have a considerable ten- 
dency towards lessening the trouble by blocking sym- 
pathetic stimuli. There must be splanchnic engorgement 
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in association with ileus from vasomotor _irritatioy, 
“Stovaine” had been discarded in favour of “Novocain,” 
Dr. M. K. Moss pointed out the difficulty of dealing with 
hemorrhage from the vaginal plexus of veins. He algo 
said that he preferred to use a seventeen day chromacizedq 
catgut for sutures instead of silk or similar non-absorbable 


material. 


Dr. R. C. MERRYWEATHER raised the question of pan. 
hysterectomy as opposed to the supra-vaginal operation, 
He quoted Spencer who laid stress on the relative fre. 
quency of the occurrence of malignant disease in the 
retained cervix. He had seen three instances of such 
malignant disease in three months. 

Dr. CoucH in reply said that the cauliflower growth 
referred to by Dr. McKenzie was probably not highly 
malignant and might benefit by the use of radium. He did 
not make use of the mattress suture recommended by 
Dr. Moss and he preferred silk to catgut for tying vessels 
in the pelvis. He had only seen one instance of malignant 
disease occurring in the cervix after a supra-vaginal 
hysterectomy. 

Inversion of the Uterus. 

Dr. F. T. A. Lovecrove related the history of a case of 
inversion of the uterus. The condition had occurred post 
partum in a primipara and had been associated with an 
extremely short cord which had had to be clamped and 


| cut before the completion of the second stage of labour. 


The uterus had been replaced quickly and 
had been uneventful. 


recovery 





MEDICO-POLITICAL. 


A MEETING OF THE WESTERN AUSTRALIAN BRANCH OF THE 
BriTIsH MEDICAL ASSOCIATION was held at the Perth Hos- 
pital on July 16, 1924, Dr. D. P. CLement, the President, 
in the chair. 

Fees Charged at King Edward Maternity Hospital. 

Dr. C. Joyce opened a discussion on the question of an 
increase in the fees to be charged to patients at King 
Edward Maternity Hospital. The matter was left in the 
hands of a committee already appointed to look into 
similar questions. 


A MEETING OF THE NEw SouTH WALES BRANCH OF THE 
BriTIsH MEpIcCAL ASSOCATION was held at the B.M.A. 
Building, 30 to 34, Elizabeth Street, Sydney, on August 
28, 1924, Dk. ANDREW Davipson, the President, in the chair. 

THE HonorARY SECRETARY moved on behalf of the 
Council: 

That the following words be added to the resolution 
of the Branch governing name plates: 

Provided that, except with the approval of the 
Council conveyed to him in writing, no member 
shall have his name plate at more than two places, 

so that the regulation be made to read as follows: 

No member, except with the approval of the 
Council conveyed to him in writing, shall have his 
name plate affixed elsewhere than (a) at his 
residence, (b) at premises where he attends regu- 
larly for the purpose of receiving his patients in 
the ordinary course of his practice; provided that, 
except with the approval of the Council conveyed 
to him in writing, no member shall have his name 
plate at more than two places. 

The object of the motion was explained. Dkr. C. H. E. 
LAWES seconded the motion which was carried without 
opposition. 





NOMINATIONS AND ELECTIONS. 


THE undermentioned have been nominated for election 


as members of the New South Wales Branch of the British 


| 


Medical Association: 


CHAMPION, CHARLES GoprreEy, M.B., Ch.M., 1923 (Univ. 
Sydney), Moore Street, Strathfield. 

FINSELBACH, FRIEDRICH WILHELM Aveust, M.B., 1906 
(Univ. Sydney), Bankstown. 

PARKES, JOSEPH ALEXANDER, M.B., Ch.M., 1923 (Univ. 
Sydney), 2, Mary. Street, Leichhardt. 
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Wedical Societies. 


THE SYDNEY HOSPITAL CLINICAL SOCINTY. 








Tue ANNUAL MEETING OF THE SYDNEY HOSPITAL CLINICAL 





on May 15, 1924, Dr. T. Fuasci, D.S.O., the President, in 
the chair. 






Election of Office Bearers. 
The following were elected as office bearers for the en- 
suing twelve months: 
President: Dr. T. Frascui, D.S.O. 


Members of Committee: Dr. J. M. Gm, Dr. A. W. 
Hotmes A Court, Dr. GeorGE BELL, O.B.E.. 









Honorary Assistant Secretary: Dr. H. K. Porrer. 






Paralysis Agitans. 






dificulty in writing and shakiness of the hands and legs 
of six years’ duration. 








and later on his legs had become stiff. The patient had 









patient lacked control of the bladder and rectum. 





walk; he lay in bed with the head held in a fixed position 
slightly flexed. The face was mask-like. There was 
definite tremor of the jaw. The knee joints were flexed 
slightly and the arms and legs were somewhat rigid when 
passive movement was attempted. The hands were 
clenched, the thumbs being grasped by the fingers. The 
patient was unable to open his hands voluntarily. Dr. 
Gill said that the previous history contained nothing of 
importance. It was noted that the tremor was occasion- 
ally present in all the limbs. It was absent during sleep. 
The pupils were equal and reacted to light. The reflexes 
were not abnormal. Sensation was unaffected. There 
was considerable apparent weakness of all the muscles of 
the body, but the extent of the rigidity prevented a satis- 
factory estimate being made of the motor functions. No 
disease had been detected in any other system. 

Dr. Gill asked whether any surgical procedure would 
relieve the patient’s disability. 


In the discussion which followed, it was suggested that 




















No other surgical 





restore a more satisfactory position. 
treatment was recommended. 






Endothelioma of the Pubis. 


Dr. H. Sxipron Stacy showed a male patient, aged 
fifty-three years, who had been admitted to Sydney Hos- 
pital on February 9, 1924. Ten months prior to admission 
the patient had experienced pain in both groins and over 
the pubis; it had been severe in character and. had radiated 
down both thighs. He had not walked for six months 
and had lost 9.5 kilograms (twenty-one pounds) in weight. 
He had suffered from frequency of micturition. He was 
a coal miner by occupation and had denied venereal in- 
fection and over indulgence in alcohol or tobacco. His 
father had died of dropsy at the age of sixty and the 
mother of cerebral hemorrhage at the age of fifty-six. Six 
brothers had all died, one of cancer. 
all dead. 

















there had been a swelling which might have been merely 
due to supra-pubic fat, and some tenderness on pressure. 
Examination of the various systems had revealed no abnor- 
mality. X-ray examination by Dr. Edwards had revealed 
the absence of the shadow usually caused by the pubic 
bones. Dr. Edwards had been unable to say whether this 
condition was congenital or whether it was due to a new 
growth. No abnormality had been discovered on radio- 
logical examination of most ef the other bones of the 







skeleton. Dr. Shearman had reported that the blood serum | 
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| did not react to the Wassermann test. 


| 


| 


goety was held in the Lecture Hall, Sydney Hospital, | 


Honorary Secretary: Dr. G. C. Wiitcocks, M.C., 0.B.E., | 


Dr. J. M. Gitt showed a patient who gave a history of , 


A tremor of the jaw and jerky | 
monotonous tone of speech had followed these symptoms | 


a tendency to fall backwards and his hands became | 
denched so that he could not open them. At times the | 
On , 
examination it was seen that the patient was unable to | 


the application of a splint to the hand might help to | 


| history of health 
Hight sisters were | 


Examination on admission had revealed the patient to | 
be well nourished though flabby. Over the pubic region | 
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Dr. Wardlaw had 
reported that the calcium content ef the blood was 8.6 
milligrammes per hundred cubic centimetres (the normal 
content was five milligrammes). A differential leucocyte 
count had been practically normal, no eosinophilia had been 
present. The patient had been examined by the majority 
of the senior members of the honorary staff including con- 
sultants. They had considered that syphilis and tuber- 
culosis might be excluded and had agreed with Dr. Stacy 
in making a diagnosis of neoplasm, probably sarcomatous 
in nature. Dr. Jamieson had pointed out that syphilitic 
lesions were as a rule associated with osteo-sclerosis. In 
this patient the lesion was osteo-porosis and the patient 
had failed to repond to a long course of large doses of 
iodide of potassium. Dr. Stacy had arranged for deep 
X-ray therapy to be applied by Dr. B. J. M. Harrison and 
but little change had been effected by the first treatment. 
Dr. Stacy had then decided to cut down and attempt the 
removal of a piece of tissue from the pubic bone for 
microscopical examination. Dr. Inglis had pronounced the 
tissue removed to be endotheliomatous. -At operation no 
abnormality had been detected other than the abnormal 
tissue a portion of which had been removed. Dr. Stacy 
said that a few days prior to demonstration a small tumour 
had developed on the anterior aspect of the second rib on 
the right side. There was some tenderness over the upper 
dorsal vertebre and an area of partial anesthesia over the 
area of distribution of the third and fourth cervical nerves 
and the upper intercostal nerves on the right side. 


Skiagrams. 


Drs. J. G. anp W. A. Epwarps showed a series of 
interesting skiagrams. Included in these was one from 
Dr. Stacy’s patient. In this there was fluffiness and’ appa- 
rent absence of bone in the neighbourhood of the symphysis 
pubis. 


Correspondence. 


A DISCLAIMER. 





Sir: Advertisements have appeared in some of the 
Melbourne daily papers recently for “radium pills” ete. 
and the advertisers show their address as 117, Collins 
Street, Melbourne. 

In view of the fact that our offices in Melbourne are in 
the same building and also because our business is in 
X-ray and radium, we desire to have you know that we 
are positively in no way associated with the advertisers. 

Yours, etc., 
W. Watson & Sons, Lrtp., 
15, Castlereagh Street, J. P. TRarnor, Manager. 
Sydney, September 1, 1924. 





NATIONAL HEALTH INSURANCE. 





Sik: To you is surely due the gratitude of the profession 
for reprinting in recent issues of the journal the excellent 
article by Dr. Cox on “Seven Years of National Health 
Insurance in England.” The illuminating discourse on the 
insurance in England and the able 
exposition of the difficulties encountered and the modifica- 
tions suggested make valuable mental pabulum for the 
large body of general practitioners whose activities appear 
destined to be involved in national insurance work here 
in Australia. 

In common with hundreds of others, I was somewhat 
bewildered at the prospect of national insurance. The 
plethora of rules and restrictions had seemed too painful 
to consider with equanimity. How could we, members 
of a profession and exponents of the sublimest of the arts, 


: calmly allow ourselves to be herded and manacled, enslaved 





by iniquitous and radical legislation? 
But now, Sir, thanks to Dr. Cox’s. article our anguish 
is allayed. We note that the English Act is working 
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smoothly and satisfactorily, the horrors are less awful than 
we imagined and the defects less glaring. Since national 
insurance in Australia is now inevitable a scheme on the 
lines of the English Act would appear to be best for the 
community and for the profession. Provided the British 
Medical Association Branches secure adequate representa- 
tion on panel committees (or whatever we shall have to 
control the working of the act in the various centres) one 
can safely rely on the general practitioners, individually 
and collectively, getting a fair deal—and who can ask or 
desire more? 
Yours, etc., 
A. R. SoutHwoop. 
Adelaide, 
August 25, 1924. 





A CORRECTION. 


Sir: I wish to correct an error in the report of the case 
of Mrs. T., given among the deep therapy results published 
in THE MEDICAL JOURNAL OF AUSTRALIA. 

It was stated by the patient that she had been operated 
upon by Dr. Armstrong. This was not the case, as opera- 
tion was refused by Dr. Armstrong who referred the 
patient to Sir Herbert Maitland who also declined to 
operate. For the sake of accuracy in the report and in 
justice to Dr. Armstrong, I should be obliged if you would 
publish this correction. 

Yours, etc., 
E. H. MoLteswortuH. 
“Beanbah,” 235, Macquarie Sydney, Sydney, 
September 9, 1924. 





THE VOMITING OF PREGNANCY. 


Sie: From time to time the vomiting of pregnancy has 
been the subject of discussion in your columns. 


I have been most astonished at my failure to find any 
mention of one form of treatment which has yielded me 
unvarying success during the past ten years. I refer to 
washing out the stomach with an alkaline solution. Cer- 
tainly my experience has been limited to six cases only, 
but these were all women in whom the vomiting was so 
severe and persistent as to threaten life. 


My first patient was one to whom, after trying without 
avail every form of medicinal and dietetic treatment (in- 
cluding the administration of peptonized foods), I sug- 
gested that the uterus be emptied to save her life. This 
proposal was rejected upon religious grounds and as a 
last resource I was allowed to try lavage. The procedure 
whose repetition was not needed, was immediately suc- 
cessful—vomiting did not recur during the remainder of 
pregnancy, the patient was able almost at once to take full 
meals and was rapidly restored to health. 

My last patient was a woman who was treated early 
last year in a Sydney hospital for this condition, occurring 
in her first pregnancy. After three months’ treatment in 
bed, during -which time all measures save the adminis- 
tration of nutrient enemata proved unavailing, she was 
discharged relieved, but was troubled with occasional 
fits of vomiting up to term. 


In her second pregnancy vomiting again commenced and 
became as troublesome as before. When I was called in I 
found that she had been suffering for six weeks, was 
extremely weak and emaciated, unable to leave her bed 
and able to retain cold water only. Gaining her consent, I 
washed out the stomach and the result as usual was most 
dramatic. Vomiting ceased at once not to recur, she was 
able to take full nourishment and do ordinary housework 
within a few days and gained three stone in weight before 
two months had elapsed. She has just had a normal 
delivery. The solution I use is one of potassium bicar- 
bonate, four ounces dissolved in a gallon of warm water. 


I was first led to try the procedure I am advocating 
through my observation that lavage of the stomach is 





much more successful in nervous dyspepsia than in that 
of any other origin. 

It may be objected upon theoretical grounds that its use 
in a pregnant woman would be apt to excite uterine con- 
tractions, but I doubt if the paroxysms caused by the 
passage of the stomach tube are any more harmful than 
those whose relief is sought. Moreover, under all circum. 
stances, women endure gastric lavage immeasurably better 
than do men. 

Yours, etc., 
H. Lister. 
Cobargo, New South Wales, 
September 38, 1924. 





A BUSH PATIENT. 


A country practitioner has sent us the following letter 
which he received from a patient. He adds that the 
powder to which the writer refers, was _ effervescing 
magnesium sulphate and that he did reply in “tipe.” 

Dear Sir: I am just about tired of taking this salts. 
potash soda powder or what ever it is & would like to 


| know if their is not some thing else as good for the liver 


that wont do no harm in any other way & if you told 
me what I am taking it might act better. You know 
faith is half the cure. 

On Wednesday I had a littel turky soup for dinner then 
a littel rice and stued apricots it was very nice but I 
knew it was not good for me but the wife put more on my 
plate like Adem with Eve I was easly temped & dwn it 
went & I blooming near peged out I took two or three 
dozes of soda and a littel spirs of armonia & to finish off 
with a littel tincher of opium so I have to do a fast now 
as my stomach dont stand much food since the doin I 
got the lower part of my liver & the inlet of the stomach 
feels raw sore. I came out full of liver I have also got 
a nother kind of hich the skin turns slightly red and swels 
a littel & hiches like blazes I have it on the feet the wort. 
Just now can scrly walk I had it on for some weeks I blam 
the cement for doin it when I were building. 

Do you think it’s time I made my will & ordered a coffin 
or do you think I will live longenough to finish building 
my house I can do it in 2 years or less. 

I would like to have your reply in tipe as to what your 
opion is so I can read it what ever it is I shall go on 
building just the same. 

I would also like to know how you found the anilising 
of my water 

I shall be pleased to know what you think about me but 
dont ask me to go down again for some time because I hate 
to see a Doctor unless it is to have a wiskey with him & I 
cant dring that now. 

I Am Your Faithfully 
XXXXXXXXXXXXX 


<i 
<——— 


ANDERSON STUART RESEARCH MEMORIAL FUND. 





Tune Committee of the Anderson Stuart Research 
Memorial Fund announces that a final meeting will be 
held on September 29, 1924, at 8.15 p.m., in the Library 
of the British Medical Association Building, 30-34, Eliza- 
beth Street, Sydney, for the purpose of receiving the 
treasurer’s report and determining on the allocation of the 
fund. 


The following is a full list of contributors: 


Craig, Dr. Gordon 

Fuller, Sir Benjamin . 
Hordern, Anthony, and Sons, ‘Ltd. 
Mills, Professor A. E. ; : 
Morton, Dr. J. .. 

Wilson, Professor J. T. ‘ 
Barrington, Dr. Fourness.. 

Burfitt, Dr. W. F. .. 

Hunter, Professor J. I. 
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purser, Dr. Cecil .. 

Schlink, Dr. Herbert H. 

Bennett, Dr. F. A. 

Todd, Dr. Robert H. 

Clayton, Dr. Harry J. 

Cohen, Dr. Bernard 

Poate, Dr. Hugh R. G. 

Burns, The late Sir James 
Kent, Mr. Fred D. 

Reading, Dr. Fairfax 

McConnel, Dr. S. V. .. 
Braddon, The Honourable Sir Hugh 
Litchfield, The late W. F. .. 
Tebbutt, Dr. A. H. . 
Anderson, The late Dr. Hugh 
Fletcher, Dr. William A... 
Hansman, Dr. F.S... . 
McPherson, Dr. John 

George, Dr. wma 

Smith, Dr. J. .. . 

Brett, Dr. F. M. 

Dick, Dr. Robert 56 
Fausitt, Dr. Charles E. cases 
Francis, Dr. Richard P. W. .. 
Gibson, Dr. Alfred W. é 
Harris, The late W. E. 

Hooper, Mr. Cecil 

Katter, Dr. Norman 

Lee, Dr. Herbert E. .. 

Neave, Dr. Bevan W. 
Stuckey, Dr. F 5S. 

Silverton, Dr. R. J. 

Thomas, Dr. Harold 

True, Dr. Frank W. 

Woods, Dr. J. Coleman xe 
Brown, Dr. R. S. MarArthur | 
Burfitt, Dr. Mary ‘ 
Cotton, Mr. Les. A. .. 
Helsham, Dr. H. W. .. 
Henry, Dr. Dudley de la Force 
Hobson, Dr. G. E. 

Kilgour, Mr. A. J. 

Liggins, Dr. W. L. .. 
McKenzie, Mr. C. J. 
McKenzie, Dr. John 
O’Reilly, Dr. Merrick 

Purves, Dr. Allan 

Single, Dr. C. Vo. es) as 
Wardlaw, Dr. H. S. W. .. 
Worrall, Dr. Ralph 

Latham, Dr. Oliver .. 
Burkitt, Dr. A. N. 
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APPOINTMENTS. 








PooooscoscocoscoSoSoSCSCSoSSoOAMASoSC OSC SO OSC OOOO SO SOA SO SOOO CO OOO COC OCC OCC COCO 


THE undermentioned appointments have been promul- | 


gatel in Commonwealth of Australia Gazette Nos. 46, 53 
and 57 of July 10, July 31 and August 14, 1924: 


Naval Forces of the Commonwealth. 


Permanent Naval Forces of the Commonwealth 
(Sea-Going). 


Promotion—Surcron LIEUTENANT THOMAS ARTHUR KiDsTON, 
M.B., Ch.M., is promoted to the rank of Surgeon 
Lieutenant-Commander, dated 8th July, 1924. s 

Australian Military Forces. 
Seconp MILITARY DISTRICT. 
Australian Army Medical Corps. 


To be Lieutenant (provisionally) —NoRMAN 
MEACLE, 4th June, 1924. : 


HARDING 


NOV 6 


Captain C. I. Davis is appointed from the Reserve of 
Officers, Ist August, 1924. 

Reserve of Officers —Captain G. A. BiumeEr, M.C., is trans- 
ferred to the Reserve of Officers, 3rd Military District, 
20th July, 1924; Caprarin W. Taytor, M.C., is trans- 
ferred to the Reserve of Officers, 6th Military District, 
20th July, 1924. 


Awards of the Colonial Auxiliary Forces Officers’ 
Decoration. 


Australian Army Medical Corps. 
Captain T. F. Brown, D.S.O. 


TurrRD Mivirary DISTRICT. 
Australian Army Medical Corps. 


Mason R. W. CuAmpers, D.S.O., is transferred from the 
Unattached List, with regimental seniority as from 
date of transfer, 1st July, 1924; Caprain W. S. NEw- 
Ton is transferred to the Reserve of Officers, 6th June, 
1924; CapTain (provisionally) I. V. Yorra is trans- 
ferred to the Australian Army Medical Corps Reserve 
and to be Honorary Captain, 19th May, 1924. 

To be Captains (provisionally).—LIEUTENANT J. H. Bopy 
and HERBERT GIBLIN FURNELL, and GEORGE EpwINn Fore- 
MAN, 1st July, 1924. The provisional rank of Lieuten- 
ant granted to HERBERT GIBLIN FURNELL and GEORGE 
EpwarkD ForEMAN is terminated, 30th June, 1924. 
CAPTAIN (provisionally) N. McLeop is transferred to 
the Australian Army Medical Corps, 4th Military 
District, 9th May, 1924. 

LIEUTENANT E. BAILHACHE is transferred from the Mel- 
bourne University Rifles, 4th Division, and to be Cap- 
tain (provisionally), 1st July, 1924; Caprain J. I. 
Connor is transferred from the Unattached List, 15th 
July, 1924; Caprain D. M. Ross is transferred to the 
Reserve of Officers, 1st July, 1924. 

Reserve of Officers—To be Captain—Honorary Captain 
A. S. Jonnson, from the Australian Army Medical 
Corps Reserve, 1st June, 1924; Caprain J. D. Norrzis is 
transferred from the Australian Army Medical Corps, 
6th Military District, and to be Major, 15th June, 1924. 

Reserve of Officers—To be Captain—Honorary CAPTAIN 
R. L. Forsytu, from the Australian Army Medical 
Corps Reserve, ist October, 1920. (This cancels the 
notification respecting this officer, which appeared in 
Executive Minute No. 80/1922, promulgated in Com- 
monwealth Gazette No. 24, dated 16th March, 1922). 
Captain G. A. Biumer, M.C., is transferred from the 
Reserve of Officers, 2nd Military District, 20th July, 
1924. The notifications respecting the grant of the 
honorary rank and the substantive rank of Captain to 
Rosert Lesiie ForsytH, which appeared in Executive 
Minutes Nos. 625/1919 and 30/1921, promulgated 
respectively in Commonwealth Gazettes Nos. 105, dated 
28th August, 1919, and 11, dated 3rd February, 1921, 
are cancelled. 


Australian Army Medical Corps Reserve. 


Honorary Masor S. A. Ewrne is retired under the pro- 
visions of Australian Military Regulation 152 (1), 28th 
May, 1924. 


FourtH Minirary DIstrRIcT. 


Australian Army Medical Corps. 


CaPTAIN (provisionally) N. McLeop is transferred from the 
Australian Army Medical Corps, 3rd Military District, 
witht regimental seniority as from date of transfer, 
9th May, 1924. Magsor L. G. Tassie, D.S.O., is trans- 
ferred to the Reserve of Officers, 9th May, 1924. 


FirtH Minrrary DIstricr. 


Australian Army Medical Corps. 


To be Captain—LikuTENANT L. E. Le Sover, 20th July, 
1924; Caprain D. I. R. SmirH is appointed from the 
Reserve of Officers, 19th July, 1924. 


Australian Army Medical Corps Reserve. 


Honorary Carrain L. S. Woops is transferred to the Aus- 
tralian Army Medical Corps Reserve, 2nd Military 
District, 1st August, 1924, 
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SrxtH MiILiTary DISTRICT. 


Australian Army Medical Corps. 


Honorary Captain F. A. Fesris is appointed from the Aus- 
tralian Army Medical Corps Reserve and to be Captain 
(provisionally), 16th June, 1924; Caprain J. D. Norris 
is transferred to the Reserve of Officers, 3rd Military 
District, and to be Major, 15th June, 1924. 


Reserve of Officers—Caprain W. Taytor, M.C., is trans- 
ferred from the Reserve of Officers, 2nd Military Dis- 
trict, 20th July, 1924. 





Books Received. 


A as STEM OF eee, WITH AN ATLAS OF THE 
ORMAL, by W. Ironside Bruce; Second ~~ by J. 

Seone Redding, F.R.C.S. (Eng.), L.R.C.P.; 1924. Lon- 
don: H. K. Lewis and Company, Limited. Oblong Imperial 
4to., pp. xii. + 98, with 197 illustrations. Price: 30s. net. 

COLLECTED PAPERS ON BERI-BERI: STUDIES FROM THE 
INSTITUTE an MEDICAL RESEARCH, ae wt 
MALAY STAT by H. Fraser, M.C., PH. and A. T. 
Stanton, M.D., MRCP. D.P.H.; 1924. ae ey: John 
Bale, Sons and Danielsson, Limited. Crown 4to., pp. vi. + 
103, with illustrations. 

HYGIENE JINGLES, by R. C. Everitt Atkinson, M.A., M.D., 
D.P.H.; 1924. Adelaide: Hospital Electrical ‘and Radium, 
Limited; Crown 8vo., pp. 48. 


MARRIAGE AND SYPHILIS: A TREATISE ON BUGENICS, 





by George M. Katsainos, M.D.; 1923. Boston: Wright and 
Potter Printing Company; Demy 8vo., pp. 16 with 
illustrations. 

OPERATIVE SURGERY: Coyaaiee THE OPERATIVE 
TECHNIC INVOLVED THE Par ae OF 
GENERAL AND SPHCIAT. § ea Warren Stone 
Bickham, M.D. and ag (Tulan wD. (Columbia), 
F.A.C.S.; Volume ie 1924. fulane), MI and London: 


W. B. Saunders Com ; Melbourne: James Little; Royal 
8vo., pp. 842, with O78 " deantrations. 
DIFFERENTIAL DIAGNOSIS, by Richard C. Cabot, 
Volume II, ys Edition, Revised ; 1924. Philadelphia 
and London: B. Saunders Company; Melbourne: James 
ro eg Royal a pp. 709, with be " inustrations. Price : 
s. net. 


DISLOCATIONS AND oer FRACTURES, by Frederick J. 
Cotton, A.M., M.D., F og 2 Second Edition, Reset; 1924. 
Philadelphia ‘and London: B. Saunders Compan ny; Mel- 
bourne: James Little; royal 8vo., pp. 745, with 1,393 
illustrations from drawings by the author. Price: 50s. net. 

PATHOLOGICAL TECHNIQUE: A PRACTICE MANUAL 
FOR WORKERS IN PATHOLOGICAL HISTOLOGY AND 
BACTERIOLOGY INCLUDING DIRECTIONS IN THE 
PERFORMANCE OF AUTOPSIES AND FOR CLINICAL 
eng te BY LABORATORY METHODS, by Frank 

Burr Mallory, A.M., M.D., and James Homer Wright, A.M., 
M.D., S.D.; Eighth Edition, Revised and Enlarged; 1924. 
Philadelphia and London: . B. Saunders Company ; Mel- 
bourne: James Little; Demy 8vo., pp. 666, with 180 illus- 
trations. Price: 32s. 6d. 

has el age = DISEASE, by J. E. R. McDonagh, F.R.C.S., 

~; 1924 London: William Heinemann (Medical 
Backs) Limited ; Crown 4to., pp. 327, with illustrations. 
Price 63s. net. 

THE OPHTHALMIC YEAR BOOK: CONTAINING BIBLIO- 
GRAPHIES, DIGESTS AND INDEXES OF THE LITERA- 
TURE OF OPHTHALMOLOGY FOR THE YEAR 1922, 
Edited by Edward Jackson and William H. Crisp; Volume 
XIX.; 1923. Chicago : Ophthalmic Publishing Company ; 
Crown 4to., pp. 390. 


M.D. ; 





Wevdical Appointments. 


Dr. JOSEPH BERNARD DAWSON (B.M.A.) has been appointed 
by His Excellency the Governor of South Australia in 
Council, to be an Honorary Commissioner to inquire into 
and report upon matters relating to the organization and 
modern methods of instruction in ante-natal and maternity 
clinics in Great Britain and the Continent of Europe. 


— 
—_— 


Wevical Appointments Pacant, etc.. 


For announcements of medical Appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” page xvi. 














Kynuna Corrace Hosprrat, QuEENSLAWD: Lady Doctor. 


| 
| epedical Appointments: Important Wotice, 





MEDICAL practitioners are requested not to apply for any 
appointment referred to in the following table, without havin 
first communicated with the Honorary Secretary of the Branck 
named in the first column, or with the Medical a wee of 
the British’ Medical Association, 429, Strand, London, W 





BRANCH. APPOINTMENTS. 





Australian Natives’ Associati 
Ashfield — — Friendly | Societies’ 


Dispe 
a Ponited Friendly Societies’ 
—_ nsary 
Friendly colety” “Lodges at Casino. 
Leichhardt and Petersham Dispensary. 
Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. . 
Marrickville United Friendly Societies’ 
Dispensary. 
North Sydney United Friendly Societies, 
People’s Prudential Benefit Society. 
Phenix Mutual Provident Society. 


Ngew SouTH WALES: 
Honorary Secretary, 
30 - 34, Elizabeth | 

Street, Sydney. 





All Institutes or Medical Dispensaries, 

Australian Prudential Association 
Proprietary, Limited 

Mutual National Provident Club. 

National Provident Association. 


| VictorIA: Honorary 

Secretary, Medical 

Society Hall, East 
Melbourne. 





ory gg ral 











orary Brisbane opited Friendly Society 
| BLM. A. Bull Insti 
| Adelaide Sirset t Stannary Hills Hospital. 
| Brisbare. 

SoutH AUSTRALIA: Contract Practice Appointments at 

Honorary Secretary, Renmark. 

12, North Terrace, Contract Practice Appointments in 

Adelaide. South Australia. 

WESTERN AUS5- 

TRALIA : Honorary , 

Secretary, Saint All Contract Practice Appointments in 
| George’s \ ce Western Australia, 

Perth. 





| New ZBALAND 
| (WELLINGTON DivI- 
| SION) : 














Honorary Friendly Society Lodges, Wellington, 
Secretary, Welling- New Zealand. 
| ton. 
| Diary for the wonth. 
Sep. 20.—Northern Districts Medical Association, New South 
ales. 
Sep. 20.—Northern Suburbs Medical Association, New South 
| es. 
| Sep. 23.—New South Wales Branch, B.M.A.: Medical Politics 
| Committee ; Organization and Science Committee. 
| Sep. 24.—Victorian Branch, B.M.A.: Council 
Sep. 24.—Western Medical Association (Wellington), New 
South Wales: Annual Meeting. 
Sep. 25.—New South Wales Branch, B.M.A.: Branch; Election 
of Members to Federal Committee. 
Sep. 25.—South Australian Branch, B.M.A.: Branch. 
| Sep. 26.—Queensland Branch, B.M.A.: Council. 
| Sep. 30.—Victorian Branch, B.M.A.: Election of Members to 
| Federal Committee. 
| Oct. 1.—Victorian Branch, B.M.A.: Branch Meeting; Election 
of Representatives of Divisions. 
Oct. 3.—New South Wales Branch, B.M.A.: Delegates of Local 
Associations meet Council (First Day). 
Oct. 3.—Queensland Branch, B.M.A.: Branch. 
| Ocr. 4.—New South Wales Branch, B.M.A.: Delegates of Locat 
| Associations meet Council (Second Day). 
| Oct. New South Wales’ Branch, B.M.A Council 
| (Quarterly). 
| Editorial ial Motices. 


MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE 
oxy oo JOURNAL OF AUSTRALIA alone, unless the contrary 

e 


All communications should be addressed to “The Editor,” 
THE MmpicaL JOURNAL OF AUSTRALIA, B.M.A. Building, 30-34, 
Elizabeth Street, Sydney. (Telephone: B. 4635. 


SUBSCRIPTION RatTEs.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
= and are renewable on December 31. The rates are £2 for 

ustralia and £2 5s. abroad per annum payable in advance. 























